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May 29, 1973

REPORT OF INVESTIGATION OF DEATHS AT BELCKERTOWN STATE SCHOOL

• SCOPE AND METHOD OF INVESTIGATION

This is the report of an investigation into the deaths

of four residents of the Belchertown State School (the State

School) which took place between November 20 and December 2,

1972 e The investigation was requested by the Governor on

January 25, 1973. (See Appendix A.) It was conducted by

Peter C. Goldmark, Jr., Secretary of Human Services and

/Ernest M. Haddad, Assistant Secretary-General Counsel in the

Executive Office of Human Services, assisted by Claire McGuire,

an attorney on Mr. Haddad f s staff, and Martha Koster, who when

the investigation began was a staff attorney at the Boston

University Center for Law and Health Sciences and who is now

a staff attorney in the Department of Public Health. Richard E.

McLaughlin, Secretary of Public Safety, participated extensively

in the investigation, as did his Special Counsel, Paul Levenson.

The investigators were assisted by various medical experts,

including Leslie W. Ottinger, M.D. , Assistant Professor of
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Surgery, Harvard Medical School, and Assistant Surgeon,

Massachusetts General Hospital; Robert H. Schapiro, M.D.,

Assistant Clinical Professor of Medicine, Harvard Medical

School, and Associate Physician, Massachusetts General Hospital;

Hugo W. Moser, M.D., Professor of Neurology, Harvard Medical

School and Assistant Superintendent of the Walter E. Fernald

State School; Harvey M. Bauman, M.D., Senior Resident in

Surgery, Rhode Island Hospital; and Curtis Prout, M.D.,

Director of the Prison Health Project in the Departments of

Public Health and Correction, who interviewed many of the

witnesses and analyzed much of the medical data.

We have investigated the facts surrounding the deaths

of Linda J. Buchanan, Rena A, Aubin, John P. Abbott and

Christopher R. Adams. We have sought to determine whether,

in conjunction with any of those occurrences, there was any

misconduct, either by commission or omission, on the part of

any public officer or employee. We assessed neither criminal

responsibility nor the conduct of persons who were not state

employees; both are beyond the scope of our mandate and our

expertise.

In the course of our investigation, we received information

«

concerning the injury to another resident, Timothy I. Kizis,

which occurred on November 18, 1972. We have communicated our

impressions of that case to the Commissioner of Mental Health
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and the Superintendent of the State School.

We have reviewed all prior reports and investigations

of these incidents to determine whether such reports adequately

fulfilled the duties of those reporting

„

During the course of our investigation we interviewed over 60

people (a complete list of persons interviewed is attached

as Appendix B), including members of the staff of regional

and central offices of the Department of Mental Health (the

Department), members of the State Police and of the Belchertown

Police Department, consulting physicians at hospitals in the

Belchertown area, and numerous members of the staff of the

State School. We indicated to persons interviewed our

preference for tape recording the interview, and all but a

few allowed us to record the interviews.

Although they had been investigated and reinvestigated

even before we began our questioning, members of the State

School staff involved in matters within our inquiry remained

cooperative throughout. They gave willingly of their time,
<

often during off-duty hours.

Mr. and Mrs. Bradford Buchanan, Linda's parents, and

Mrs. Germaine F. Aubin, Rena's mother, declined to be inter-

«

viewed formally, but were engaged in brief telephone conver-

sations. They had recently lost children, and had already

been questioned by other investigators looking into the





circumstances surrounding their children's deaths. We under-

stand but regret the parents' decision not to be interviewed

formally, Mr. and Mrs. Buchanan authorized and directed John M.

Callahan, the District Attorney for the Northwestern District,

and Beryl W. Cohen, a private attorney who sometimes represents

the Massachusetts Association for Retarded Citizens, Inc. and

the Belchertown State School Friends Association, Inc., both

of whom had previously interviewed Mr. and Mrs. Buchanan con-

cerning their daughter's death, to release to us copies of

their statements. We received their statement to the District

Attorney from Mr. Callahan promptly. In spite of our repeated

requests of Mr. Cohen to produce the statement made to him by

the Buchanans, and despite his repeated promises to do so, we

did not receive that statement.

Persons interviewed were asked to recall incidents which

had occurred three to four months previously. With the

passage of time, memories fade and people are less able to re-

call details accurately. We found conflicts in statements

both on insignificant details and on facts which we consider

central. In some instances we have noted the conflict and

offered our best judgment as to what probably occurred. In

other instances of conflicting information, we did not feel

justified in reaching even a tentative judgment on what

occurred, and have so noted in the report. When we felt
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that a conflict involved a fact important to our conclusion s,

we have noted the conflict in our findings of fact.

In addition to interviews, we took numerous aerial photo-

graphs of the grounds, toured the institution paying close

attention to the areas and equipment involved in the incidents,

and made unannounced visits to several buildings, including

the Infirmary and G Building

We procured and examined all those documents which we

believed to be relevant to our inquiries, with the exception

of the statement requested from Mr Cohen as noted above. (A

complete list of documents is contained in Appendix C. ) When

our investigations turned up legal or medical issues, we con-

sulted with attorneys and physicians with relevant expertise.

We have available the full transcript of every recorded

interview and every document obtained or provided in the course

* •

of the investigation. Because of its volume, we have decided

to make this material available for inspection and review at

Mr. Haddad ! s office rather than append it to this report.

k ?X\.^/L
Peter C. Goldmark, Jr.
Secretary of Human Services

Ri&hard E. McLaughli:
Secretary of Public Safety
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II. LINDA J. BUCHANAN

A. Findings of Fact

1. The Events of November 19-20

The State School is located on a campus of some 640 acres

of land, much of which is heavily wooded. It has 35 buildings

situated on about one fourth of the acreage plus about 10

buildings which make up the farm and which are situated in the

far westerly portion of the campus. It has a pond to the

southwest and, especially in winter, much of the wooded area

consists of wet, swampy land.

The weather on November 19, 1972, was cold but not windy.

The temperature ranged from a high of 37° during the afternoon

to a low of 33° during the late evening and night. During the

day there were broken clouds. By 10:00 p.m. it was overcast

with light rain and snow showers.

Linda Jean Buchanan was admitted to the State School in

August, 1963, at the age of sixteen. Her history included pre-

maturity and jaundice and "a question of cerebral palsy."

Her diagnosis was severe mental retardation. Her I.Q., when

last tested in 1965, was 32. Prior to her death, Miss Buchanan

had been placed in the Adult Training Unit and lived in F

Building, one of the three buildings in that Unit. Her general

physical condition had been satisfactory.

/'
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On November 19, 1972, Miss Buchanan wandered off and got

lost on the grounds of the State School, Early the next morning

she died of exposure. At the time of her death she was 25 years

old.

Idora Zygarowski, an attendant nurse on duty in F Building,

saw Miss Buchanan at breakfast on November 19, 1972. After

breakfast, Miss Buchanan left F Building to go to church ser-

vices in the School Building, wearing a heavy tan cloth coat

with a fur collar. She was accompanied by between seven and

nine other residents, but no attendants.

At the noon meal, Mrs. Zygarowski took a routine count of

the residents and noticed that two, Diana Sharobo and Miss

Buchanan, were missing. She called Harriet Chevalier, a senior

licensed practical nurse who was the supervisor of the Unit on

that day. Mrs. Chevalier got into her car and drove towards

the Recreation Building (formerly A Building). She located

Miss Sharabo, who was v/alking back towards F Building,, Mrs.

Chevalier looked around the Recreation Building for Miss Buchanan,

then returned to F Building.

Between 12:15 and 12:30 Mrs. Chevalier placed a telephone

call to Joseph Cozzolino, the Unit Director of the Adult

Training Unit, who was off duty and at home. Mr. Cozzolino

and Mrs. Chevalier discussed where Miss Buchanan might be end
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concluded that she was most probably in the School Building.

Mrs. Chevalier told Mr. Cozzolino that she was going to lunch

but that, if he needed her, he could reach her at home.

Before leaving for lunch, at around 12:30, Mrs. Chevalier

called Luz C. Gaudier, M.D. , the physician on duty, and re-

ported that Miss Buchanan was missing.

Having spoken with Mrs. Chevalier, Mr c Cozzolino contacted

the main switchboard operator for the State School and asked

to be connected to the institution protection man (the security

officer) on duty. The operator told Mr. Cozzolino that there

was no security officer on duty until 3:00 that afternoon.

Mr. Cozzolino then called Robert Agoglia, the Unit Coordi-

nator, and reported that a resident was missing and that there

was no security officer on duty. Mr. Agoglia instructed Mr.

Cozzolino to call Herbert Burridge, R.N. , the Director of Nurses,

because he would know what to do and because he had keys to all

the buildings.

Mr. Burridge was not at home but his wife, Mary Burridge,

also a registered nurse employed by the State School, was

there. Mr. Cozzolino spoke with Mrs. Burridge* s son, Chuck
«

Burridge. Through this conversation, Mrs. Burridge learned

that there was a resident missing. Mrs. Burridge told Mr.

Cozzolino that she had keys to the buildings of the State

School and would meet him at F Building at 1:00.
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Before Mr. Cozzolino left to meet Mrs. Burridge, he received

a call from Mrs. Zygarowski. Mrs. Zygarowski asked Mr. Cozzolino

if she could have a security officer. He told her that a secu-

rity officer would be on duty at 3:00 and asked her to call

him at home at that time.

At 1:00 Mrs. Burridge and her son Chuck met Mr. Cozzolino

at F Building. Dr. Gaudier was also at F Building. Mrs.

Burridge and her son in one car and Mr. Cozzolino in another

went to the School Building. The three of them began an

hour -long search of the School Building. Mrs. Chevalier, having

returned from her lunch hour, went to the School Building and

helped in the search there.

At about 2:00, after searching the School Building, Mr,

Cozzolino, Mrs. Burridge and Mrs. Chevalier discussed the need

for filing an escape report. Mr. Cozzolino said an escape

report was not needed until a resident was missing overnight.

Mr. Cozzolino said that he was going home. He asked Mrs.

Chevalier and Mrs. Burridge to check other buildings and, if

they had not found the resident by 3:00, to inform the security

officer who would take over the search.

Mrs. Burridge, her son Chuck, and Mrs. Chevalier then

searched some of the other buildings. They went to G Building,

they searched the ground floor of the Hospital Building, they
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went to the Carousel and then they went back to the Recreation

Building, At the Recreation Building, movies were being

shown for some of the residents. Mrs. Burridge and Mrs. Chevalier

asked the attendant there to stop the movies and turn on the

lights so that they could search the building carefully. They

checked the Volunteer Building and the Girls 1 Industrial

Building.

At 3:00 Mrs. Chevalier reported back to her principal sta-

tion, M Building, to give medication. Shortly thereafter she

went off duty and returned home.

Mrs. Zygarowski called Mr. Cozzolino several times between

2:00 and 3:15. During the last of these conversations, Mr.

Cozzolino instructed Mrs. Zygarowski to call the security

officer, Maurice Moriarty, who had just come on duty. Mr.

Moriarty came to F Building where Mrs. Zygarowski gave him a

description of Miss Buchanan.

Mrs. Zygarowski went off duty at 3:15. She did not file

an escape report since Mr. Cozzolino had said it was not nec-

essary. The following day Mrs. Chevalier filed an escape

report.

At around 3:30, Mrs. Burridge picked up her daughter, Linda,

who also works at the State School and who had just gotten

off work in B Building, and the two of them continued tb search
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for Miss Buchanan. They went to the Duck Pond and to the

Carousel. They met Marjorie Sullivan, R.N. , the Unit Director

for the Hospital Unit, at the Infirmary. Mrs. Sullivan called

all units and asked them to be on the alert for Miss Buchanan.

Mrs. Burridge, her daughter and Mrs. Sullivan went back up to

the Duck Pond. There they found some clothes which clearly

did not belong to Miss Buchanan. During this part of the

search they met Mr. Moriarty, who said that Miss Buchanan was

probably off with a boyfriend.

At about 4:00, Mrs. Burridge and her daughter went home

where Mrs. Burridge asked her son Chuck to go to the horse

barn to look for Miss Buchanan. Mrs. Burridge went to her

neighbors, the Owczarskis, with whom the Burridges share a

two family home on the grounds of the State School. Mrs. Rita

Owczarski was at home and said that she would take her children

and drive her car around the grounds to look for Miss Buchanan.

Mrs. Owczarski took a tour around the campus and found and

returned another resident who had even more recently wandered

away from F Building. Sometime after 4:30, she returned home

and told her husband, Casimir Owczarski, the Assistant Steward

of the State School, that Miss Buchanan was missing. Mr.

Owczarski got dressed and went to the Administration Building.

At about 5:00, Mr. Burridge returned from his National Guard
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meeting, and his wife told him that Miss Buchanan was missing.

The Burridges ate dinner and then Mr. Burridge went to the

Administration Building to speak to the switchboard operator

on duty, Margaret Dudrick. He discovered that no one had

notified Miss Buchanan's parents that she was missing. Mr.

Burridge found Milovaje Milosevic, M.D. , the physician on

duty that evening, and told him that it was the doctor's duty

to notify the family and to have the switchboard operator

notify the police.

At about 6:00, Dr. Milosevic and Mr. Burridge called Miss

Buchanan's parents, Mr. and Mrs. Bradford Buchanan, and spoke

with Mrs. Buchanan. Mrs. Dudrick then notified the state

and local police that there was a resident missing, but did

not specifically request assistance. Mr. Burridge also

attempted to reach Aran Kasparyan, M.D., the Assistant Super-

intendent, but Dr. Kasparyan was not at home. Mr. Burridge

and his son searched some of the buildings and then went to

the School Building.

At approximately 4:30 in the afternoon, a meeting of the

Belchcrtown State School Friends' Association, Inc., was held

in the School Building. Staff from the Stat'e School attending

the meeting included Dr. Kasparyan, Robert Donovan, Assistant

Superintendent for Social Development, Education and Training,
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Mr. Cozzolino and Mr Agoglia. The meeting adjourned some-

time after 6:00. Members of the staff were standing around

talking to some of the parents who had attended the meeting.

Although the testimony is not clear, we have concluded

that Mr. Burridge, accompanied by Dr. Milosevic, went into the

meeting at this time and reported to Dr. Kasparyan that Miss

Buchanan was missing.

Between 6:30 and 7:00, Mr. Agoglia, Dr. Kasparyan, Mr.

Donovan, Mr. Cozzolino and Mr. Burridge went to the Administra-

tion Building and grouped at the switchboard operator's station.

They were met there by Mr. Owczarski. At 7:20, according to

the State Police log, Mr. Agoglia placed second calls to the

State Police and the Belchertown Police and this time asked

for assistance in searching for a missing resident. Although

Mrs. Dudrick had previously called the police of the neighboring

towns of Ludlow and Granby, Mr, Agoglia did not call these

towns to ask for aid. He also instructed the operator to call

all of the resident buildings and request them to search for

Miss Buchanan and then call him back, which they did. Some

preliminary searching in and around non-resident buildings was

done at this time. Mr. Cozzolino went with Mr. Agoglia and

searched the School Building again. Mr. Burridge and his son

Chuck went back to the Recreation Building. Mr. Donovan went
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towards the Nurseries and back towards the cottages. He met

Mr. Burridge who gave him a flashlight and they searched

around the Speaking and Hearing Center.

By now Elraer Potter had joined the group. Mr, Potter is

a security officer at the State School, but was off duty and,

in fact, had just returned home from a vacation. He had

placed a call in the early evening to his daughter who worked

at the State School and he had learned from the operator that

Miss Buchanan was missing. Some time around 7:00 p.m.

Mr. and Mrs. Buchanan arrived.

At about this time, Mrs. Burridge went home and went to

sleep. She was scheduled to and did in fact go on duty at

11:00 that night.

Shortly after 7:00, Julius Matusko and Ernest Gay, Jx .

,

Belchertown Police Officers, were in their cruiser in the town

of Belchertown. They received a radio message from their

chief, Ernest Gay, Sr., informing them of the call from the

State School, giving them a description of Miss Buchanan and

asking them first to check the town and then to go to the

State School to aid in the search. The two police officers

«

drove through the town looking for Miss Buchanan and arrived

at the State School shortly after 8:00.

The Northampton State Police Headquarters log has a 6:40
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entry showing a call from "Mrs. Wilson" reporting Linda Buchanan

"missing since A.M." The next call from the State School is

recorded at 7:20 as coming from Robert Agoglia calling on be-

half of Dr. Kasparyan to say that "they have reason to believe

missing patient Linda Buchanan may be lost on the school grounds"

and that they request assistance in the search.

These calls were received by Corporal John H. Driscoll who

was the Desk Officer at the time. In response to questions,

Corporal Driscoll said that there was no emergency quality to

the calls from the State School. His impression was that the

caller was seeking assistance in the search, but that it was

believed that the resident, whose habits were known, had not

left the School grounds. Corporal Driscoll thought that this

was consistent with the fact the patient had been missing for

over seven hours before the first call came in. Corporal Driscoll

added that calls concerning missing patients or residents "were

received by the Northampton State Police Headquarters from the

State School and the state hospital in the area as frequently

as twice a month, but that requests for search assistance were

rare. Corporal Driscoll assigned Trooper Gerard Murphy to assist

in the search and then notified the patrol supervisor, Sergeant

Robert Cady, who advised Corporal Driscoll to have Trooper Murphy

"coordinate" the search. In detailing Trooper Murphy to the scene,
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he anticipated a report back from him, and Trooper Murphy did in

fact report back saying that the State School had organized

a search with the aid of the local Belchertown police.

Trooper Murphy testified that it was his impression that

he was being sent to the State School for the purpose of

assisting in a search which was already organized and under-

way. He testified that he had no training in the conduct of

searches, other than what might have been touched upon during

his Academy training.

When he arrived on the grounds in his cruiser, Trooper

Murphy was met by two men he identified as "Unit Coordinators,"

and he probably meant Mr. Agoglia and Mr. Cozzolino. They

directed him to the Administration Building, where he found

a group of people assembled in an office. Members of the

group responded to his questions about Linda Buchanan, including

what she was wearing, when she was last seen, and so forth.

His memory is that Mr. Cozzolino gave him most of the informa-
»

tion he obtained. He also recalls that a man wearing a security

officer's jacket was present (probably Mr. Potter), and gave Trooper

Murphy a printed map of the School. Trooper Murphy directed
«

the switchboard operator to call Belchertown Police Chief Gay

to request assistance from the town police force.

Having been told that Miss Buchanan was a resident of F
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Building, Trooper Murphy indicated that he would begin the

search in the area of that building. He directed the people

in the room to spread out but to remain in sight of one another,

The people present paired themselves off into teams, and

Trooper Murphy loaned them an additional flashlight from his

cruiser.

The search of the grounds began a little after 8:00 in

the evening. We conclude that, between 8:00 and 9:00 p.m.,

members of the search party searched the grounds diligently

looking for Miss Buchanan. The statements of persons inter-

viewed indicated that, between 8:00 p.m. and the time the

search was postponed, at least the following areas were

searched: the duck pond, the edge of the woods behind Tadgell

and G Building and continuing to the power plant, and the areas

surrounding the Hospital, the Infirmary, and F and G Buildings.

We were unable to make specific conclusions as to the

whereabouts and actions of those searching between 9:00 and

10:00. During that time, members of the group trickled back

to the Administration Building. Trooper Murphy and Officer

Matusko had not yet returned. Mr. Burridge felt ill and left

for home with his son. Mr. Agoglia, feeling tired and hungry^

also decided to leave the search and go home. At about 10:00

p.m., a decision was made to postpone the search for the night.
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Given the substantial conflicts among statements, it is

impossible to determine precisely how the decision to post-

pone the search was made. Trooper Murphy f s statement indicates

that, immediately prior to meeting with the rest of the search

party inside of the Administration Building when he was still

outside of that building, he was told by a man wearing a

security officer's jacket that the State School staff had made

a decision to postpone the search. The description of this

man given to us by Trooper Murphy most closely fits Mr. Potter.

However, given the statements of Mr. Potter and Mr. Agoglia,

it seems more likely that the man was, in fact, Mr. Agoglia.

Mr. Potter stated that he was inside the Administration Building

when he learned that the search would be postponed. Mr. Agoglia

stated that, as he was leaving the Administration Building, he

stopped to talk to Trooper Murphy who was in his cruiser with

Officer Matusko outside of the Administration Building and that

they discussed the weather conditions and the possible where-

abouts of Miss Buchanan.

We have reached the following general conclusion as to how

the decision to postpone the search was made. Members of the

staff had congregated in the Administration Building awaiting

the return of Trooper Murphy. Someone suggested that further

search should be postponed until morning. There was
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a general consensus among the persons present that postpone-

ment was a good idea. Either someone from the staff" talked

to Trooper Murphy outside the building or he came into the

building soon after this discussion. He was informed of the

conversation and concurred with or acquiesced in the idea

of postponement. All members of the search party stated, when

interviewed by us, that no one present questioned or objected

to the postponement .

Trooper Murphy told us that, when he reported the decision

to terminate the search to Corporal Driscoll, he was told by

Corporal Driscoll, "If that's what they want to do, you know,

that's up to them." Corporal Driscoll did not instruct Trooper

Murphy to remain at the State School until further orders from

him, but accepted the decision reported by Trooper Murphy to sus-

pend the search for that evening. He did not think it necessary

to question this decision at that time. He added that he had

only one person available for this area, that Trooper Murphy

constituted one-third of his available manpower, and that it

would have been necessary to seek higher authority to commit

other members of the State Police to the search. He did not

think it necessary to do so. Sergeant Cady reported that, in
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his judgment, the response to the call concerning Linda

Buchanan was appropriate and followed the policy of the last

nineteen years, which is to send one trooper to assist. He

told us that at the time of the Buchanan search he had no know-

ledge of previous searches ,on the campus of the State School.

Sergeant Cady stated that when he was told that the State

School staff and the parents had agreed t o suspend the search,

he did not consider that he had the option or obligation to

have it continued. His assumption was that Miss Buchanan was

a runaway because of the lapse of time between her disappearance

and the report to the police. He added that, if she was a

runaway, she was not in any danger because of the elements for,

in many cases, runaways were very able to take care of them-

selves and in fact had gotten substantial distances away from

the State School before being apprehended.

After the decision was made to postpone further search

until morning, Mr, Donovan and Mr. Cozzolino got into Mr,

Donovan 1 s car and traveled down North Main Street towards Four

Corners looking for Miss Buchanan, Mr. Donovan then dropped

Mr. Cozzolino at his home. Officers Gay and Matusko drove

*

their cruiser into the center of town and carried out duties

which were part of their regular patrol. They then patrolled

the roads around the area of the State School. They re-entered
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the State School grounds at 11:00 and met Mr. Moriarty who

was just about to leave. They were told by him that the

search had been postponed until 7:00 a.m.

Mr. Moriarty was not part of the search group during the

evening. During part of the time he was carrying out his

normal duties — he transported an injured resident to a hos-

pital and, apparently, responded to other calls as well,

presumably, during the rest of the time he was on his own

searching some of the vacant or non-residential buildings.

Mr. Moriarty learned that the search was postponed when he

called the switchboard operator at 10:00; he went off duty as

scheduled at 11:00.

At 7:00 the next morning, another search party was convened,

No trooper from the State Police was present since the trooper

assigned to go to the State School was delayed by a traffic

accident and was informed that Miss Buchanan had been found

before he arrived at the State School. The search party was

larger than the previous evening. There were members of the

Belchertown Fire Department, staff from the State School,

both volunteer off-duty personnel and those on duty, and

volunteers from the town who had been called by members of the

State School staff. The search was organized and given direc-

tion by Mr. Agoglia.
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The searchers were prepared for a search out-of-doors.

For example, several, including Dr. Kasparyan, wore boots.

They immediately started a search outside since Miss Buchanan

had not turned up in a building during the night. They began

by spreading out and searching the grounds in back of Tadgell

Nursery, spotted Miss Buchanan's sweater and then found her

body in an indentation in the ground. She had removed most

of her clothes. Miss Buchanan was found within five or ten

minutes after the renewed search began,

2. Other Findings Relative to the Search

We were told by members of the search party that one of the

reasons for the manner in which the search was conducted was

the fact that Miss Buchanan was "lazy" and "did not like to

walk." This rationale was given to us to explain (a) why the

School Building was searched first, so thoroughly and so often

(since Miss Buchanan was last seen there and did not like to

walk, chances were she would be found there)
;

(b) why the search

concentrated on the inside of buildings until early evening;

and (c) why the searchers thought, when they decided to post-

pone the search, that there was a good chance that Miss Buchanan

was inside a building.

The person interviewed who was most likely to know Miss

Buchanan's habits and disposition was Mrs. Zygarowski. According
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to her statements, "if she didn't want to do something, she

would just — you couldn't make her move," But Mrs. Zygarowski

hesitated to characterize Miss Buchanan as "lazy." From her

testimony we get the impression that Miss Buchanan was more

stubborn than lazy. However, Mr. Cozzolino, the only person

who participated in the search during the evening who had any

personal knowledge of Miss Buchanan, said: "The most outstanding

characteristic about this girl is that she didn't like to walk."

This characterization, perhaps misleading, was conveyed to the

other members of the search party. For example, although Dr.

Kasparyan had not known Miss Buchanan well, he stated that he

had been told that night and had assumed that she was very

"slow and lazy."

This characterization was not borne out by prior history.

Once before, at the State School, Miss Buchanan had wandered

off and was found outside , asleep on a bench. When Mr. and

Mrs. Buchanan arrived, they told the searchers that their

daughter had wandered out-of-doors when home on visits. Some

of the staff members knew of the previous occurrence at the

State School. Either this history was not related to others

or, for some reason, its importance was discounted. In any

event, it did not serve to dispel the belief that Miss Buchanan

was "lazy" and was not likely to be found out-of-doors;.





-24-

When first requested to aid in the search, both the state

and local police assumed that Miss Buchanan was a

relatively competent individual who might well have purpose-

fully left the State School grounds. Indeed, the local police

were instructed by their chief to search the town before re-

porting to the State School, This assumption might have been

justified several years ago when more competent persons,

most of whom have now moved out into community residences of

various kinds, resided at the State School » Frequently such

residents would leave the grounds, go into town or head home.

Generally, they were capable of taking care of themselves and

would eventually be found, sometimes many miles from the State

School, In the sense that there is an element of voluntariness,

it is generally accurate to describe a comparatively competent

resident who purposefully leaves the grounds as a "runaway,"

The less competent persons now residing at the State School

do not tend to run away. However, due to the increased freedom

of movement given in recent years to these less competent in-

dividuals, it is not uncommon for them to wander off, or get

lost. In such a case, it would be most likely that the resi-

dent has remained on the grounds of the State School but has

had difficulty in finding his way. It is generally accurate

to distinguish this type of missing resident from "runaways"
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and to describe them as "wanderers." The distinction between

"runaways" and "wanderers" is an important one which, during

the search for Miss Buchanan, was not emphasized by the State

School staff to those not familiar with the changes at the

institution.

The issue of whether the State Police assumed command

deserves further comment. According to several of the State

School staff — Mr. Agoglia, Mr. Cozzolino, Dr. Kasparyan and

Mr. Potter — they believed that Trooper Murphy was in charge

of the search. Mr. Cozzolino told us: "My relationship with

the Trooper was that I thought he was the boss. I had been

led to believe before this incident that, if these things

ever involve calling in a Trooper, that they came in as leaders.

They tell us what to do. They organize, they are supposed to

know what they are doing about searching. I don't know what

to do." These people indicated that they thought that even

the minimal direction given by Trooper Murphy was an assumption

of command by him. However, other senior members of the staff —

Mr. Burridge, Mr. Donovan and Mr. Owczarski — stated that they

did not think that Trooper Murphy was directing the search

and the actions of those involved in the search were not con-

sistent with a recognition of Trooper Murphy's command. Mr.

Agoglia announced his decision to leave the search without first
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notifying Trooper Murphy and Mr. Burridge actually left without

contacting him at all. The other members of the search party

also made their own individual decisions to leave the field

and return to the Administration Building and it appears

that the discussion which led to the decision to suspend for

the night was in progress in that building before Trooper

Murphy returned.

B. Designation of an Acting Superintendent

Roland Nagle, Ph.D., former Superintendent of the State

School, resigned his post at the School effective September 2,

1972. However, Dr. Nagle continued to come to the State School

and to carry out some of the duties of the Superintendent until

the end of that month, William E. Jones, Ph.D., the present

Superintendent, did not take on the job as Superintendent of

the State School full time until January, 1973.

When interviewed, Milton Greenblatt, M.D. , then Commissioner

of Mental Health, stated that Dr. Kasparyan, by virtue of his

position as Assistant Superintendent, automatically became

the Acting Superintendent upon Dr. Nagle 1 s departure. We

have concluded, however, that a clear designation of an Acting

Superintendent during this interim period was never made.

Although the position description of the Assistant Superinten-

dent (#14184) states that he assumes the duties of the

Superintendent in the absence of the Superintendent, we have

concluded that, in this instance, the position description

did not by itself serve to designate an Acting Superintendent.
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(We note that the State School has two Assistant Superintendent

slots. The one discussed here is entitled ''Assistant Superin-

tendent" and was filled by Dr. Kasparyan. The other, filled

by Mr. Donovan, is called "Assistant Superintendent for Social

Development, Education and Training." The description of the

latter position does not include assumption of the duties of

the Superintendent
.

)

The Assistant Superintendent, Dr. Kasparyan, was responsible

for the medical program of the School -- responsibilities not

in the job description of the Assistant Superintendent. Thus,

if he took on the role of Superintendent, he would assume the

duties of the Superintendent, the Assistant Superintendent,

and the Medical Director -- a situation clearly not contemplated

when the duties of the Assistant Superintendent were first

described.

We do not deem the fact that Dr. Kasparyan signed legal

papers (payroll, personnel papers and similar documents) to

be a significant indication of assumption of the duties of the

Superintendent. For a long period of time pre-dating his

appointment as Assistant Superintendent, Dr. Kasparyan had
«

signed formal documents for the State School. He exercised

this authority for the sake of convenience and continued to

do so after Superintendent Nagle's departure. We conclude
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that Dr. Kasparyan reasonably believed that signing papers was

a matter of convenience and not the assumption of the duties

of the Superintendent,

When Superintendent Nagle tendered his resignation, Dr.

Kasparyan asked him several times to communicate to the

Commissioner that he, Dr. Kasparyan, had no wish to be the

Acting Superintendent of the State School. He said that he

had enough responsibility directing the State School* s medical

program and did not want the added responsibilities of running

the institution. Dr. Nagle communicated Dr. Kasparyan* s posi-

tion to the Commissioner. Apparently there were a series of

conversations among the Commissioner, Rudy Magnone, Ph„D.,

Regional Administrator for Mental Retardation in Region x, and

John Ogonik, Acting Assistant Commissioner for Mental Retarda-

tion, concerning the alternatives available for designating an

Acting Superintendent for the State School. There was some

discussion about the possibility of making Dr. Magnone the

Acting Superintendent. However, since Dr. Magnone had not yet

received civil service clearance as Regional Mental Retardation

Administrator, the Commissioner did not wish to designate him

Acting Superintendent. There was also talk of making Mr. Donovan

the Acting Superintendent.

Because of Dr. Kasparyan ' s reluctance to take on the job
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Qf Acting Superintendent, Dr. Greenblatt asked Mr. Ogonik to

visit the State School and convince Dr. Kasparyan to assume

the responsibilities of Acting Superintendent, As a result,

Mr. Ogonik had a conversation on or about November 2, 1972,

with Dr. Kasparyan at the State School, at which Mr. Donovan

was present. At that time Dr. Kasparyan made it very clear

to Mr. Ogonik that he did not want to be and would not serve

as Acting Superintendent. Although Mr. Ogonik testified that

Dr. Kasparyan asked if he and other key administrators of the

State School could run the state school as a'^eam" and that he

replied that, with or without a "team," Dr. Kasparyan would

have to be ultimately responsible, we conclude that no such

clear resolution was ever reached. It was Mr. Donovan^ opin-

ion, when interviewed, that if given a clear choice Dr.

Kasparyan might have chosen to resign his post rather than accept

the responsibilities of Acting Superintendent.

We conclude that Dr. Greenblatt either was aware or reasonably

should have been aware that the issue of who was serving as

Acting Superintendent of the State School had not been resolved.

In late October and early November letters were sent to the

Commissioner, the Secretary and the Governor from the Belchertown State

School Friends Association, Inc., and to the Commissioner from

Dr. Magnone and State School staff members. These letters
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concerned the procedures used to recruit and select a new

superintendent for the State School. Some of these letters

indicated as a secondary element that it was necessary to

appoint an Acting Superintendent. These letters clearly

demonstrate that, in the view of many persons closely associ-

ated with the State School, there was no Acting Superintendent.

We conclude that there was no clear designation of an

Acting Superintendent of the State School during the interim

between Superintendents and that the resultant lack of leader-

ship probably affected the manner in which the search for

Miss Buchanan was conducted. We conclude that primary respon-

sibility for the designation lay with Dr. Greenblatt as the

appointing authority for the position of Superintendent. We

add, however, that Mr. Ogonik, given the role he played, was

partially responsible for failing to assure that there was

adequate leadership at the State School*

We also conclude that Dr. Kasparyan and Mr. Donovan were
«

under the impression that each of them, together with Mr. Agoglia

and Neils Rob Knudsen, Supervisor of Physical Restoration, was

responsible for the programs within his jurisdiction and that

they were thus, together, running the State School in the absence

of a Superintendent. This was an ambiguous, unworkable situa-

tion. However, these individuals, together with other members





-31-

of the staff, attempted to point out to the Commissioner that

the situation was untenable in a letter dated October 20, 1972,

which said: "At present the institution is approaching a crisis

situation due to the lack of a full time top administrator

.

There are noticeable signs of a deterioration in staff and

morale, confusion in the administative decision-making process,

and a lack of direction in determining priorities and goals."

Recommendat ions ;

(a) Dr. Greenblatt has resigned as Commissioner

of Mental Health and is no longer in the service of the

Commonwealth, and no action involving him is deemed possible.

(b) That the Governor direct the Commissioner to con-

sider disciplinary action against Mr. Ogonik.

C. The Structure of the State School'
» I - I . . — . . — fc. 1 . — .- — . » - — . » I - ! WJ I — I I

During the course of our investigation, we noticed the

effects of recent and rapid change at the State School. The

Department has, over a period of time, put into effect at each

state school for the retarded a program of "unitization"

»

This is a program whereby an institution is divided into several

units of homogenously grouped residents in order to provide

smaller, more workable environments in which staff and residents

can relate, thus improving daily living conditions and potential
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for development. Unitization began at the State School with

the creation of the Children's Unit over two years ago. In

January, 1972, the Vocational Rehabilitation Unit was created.

At the same time Mr, Agoglia was assigned the task of setting

up all of the other units. On August 28, 1972, the other units

began operation. That date, then, marks the true beginning of

the operation of the State School under unitization.

Unitization, while new and promising in terms of its effect

on the daily lives of residents at large institutions and on

the possibility of meaningful treatment, created some adm5.nistra-

tive difficulties for the State School. The job descriptions

of personnel working at the State School have not been amended

to conform to unitization. While they may be sufficient for

the requirements of the Bureau of Personnel and Standardization

and the Civil Service Commission, they do not serve adequately

to inform employees of their duties and of the administrative

structure of the State School.

In talking to persons at the State School it became very

clear to us that there was much confusion among employees as

to their duties and who was responsible for the various compo-

nents of the State School f s administration. Dr. Jones has gone

far towards remedying this situation by establishing a clear

administrative structure for the State School which defines

specifically the responsibilities of each of his employees.
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n Emergency Search Procedures

At the time of the search for Miss Buchanan, the only

guidance for State School employees on what to do in the case

of a missing resident was a one-page instruction sheet dated

April, 1968, which outlined emergency search procedures*

These procedures were woefully inadequate. For example, they

instructed the operator to notify the police, but did not tell

her what to tell the police and they did not indicate what

should happen if and when the police arrived at the State

School. They did not specifically distinguish the respective

roles of State School employees and the State Police. They

left unanswered the important question of whether and how an

unsuccessful search for a missing resident could be terminated,

They said "the parent is notified" but did not specify by

whom.

Unitization made these procedures even more useless. The

procedures assigned duties to named employees who no longer

exist. "Special Officer" and "Male Supervisor" are titles

which, since unitization, have been meaningless. Moreover,

the "doctor" (presumably the doctor on duty) is given adminis-

trative responsibility commensurate with his position prior to

unitization. As Mr. Agoglia reported to us: "That book (the

Procedures) needs to be revised in that all through the book
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the medical doctor is cited as being the resource or adminis-

trative type of person to handle many, many kinds of situa-

tions."

Since he is the principal administrator of the institution,

the Superintendent has the responsibility for assuring the

existence of adequate search procedures. Prior superintendents

at the State School had not done so. Dr. Jones, however, pre-

pared detailed procedures soon after he became Superintendent.

In addition, it appears to us to be the responsibility of

the Commissioner to monitor the practices of departmental

institutions and assure that existing procedures at institu-

tions are at least minimally adequate. This monitoring

function was not carried out.

We conclude that the search procedures in effect at the

State School at the time of Miss Buchanan's disappearance

were totally inadequate and that this inadequacy contributed

to the death of Miss Buchanan.

Recommendation :

That the Governor direct the Commissioner to issue

a directive containing department -wide standards for

emergency search procedures and require each superin-
*

tendent to prepare, maintain and disseminate a specific

plan for his institution.
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B. Ke_sponsibility of State School and Police Personnel

We have already concluded that there were not adequate

emergency procedures or established leadership at the State

School on the night of Miss Buchanan's death and that these

inadequacies contributed to the fact that the search for her

was postponed. In deciding whether the State School staff

acted reasonably, we have examined their actions in this

context*

First, upon being informed that a resident had been miss-

ing for six hours, whoever was functioning as superintendent

of the State School should have determined that an emergency

situation existed at the State School and should have directed

all institutional employees to return to duty or to remain on

duty until Miss Buchanan was found. General Law c. 149, s. 39

authorizes the superintendent of a state institution to re-

quire the services of employees "in any extraordinary emergency"

or "in apprehending an escaped inmate. " Implicitly, the

section authorizes a superintendent to declare such an "emergency"

or "escape."

In our opinion, this provision reflects good common sense

and, even without specific knowledge of its existence, whoever

was functioning as the superintendent ought to have thought

to call to duty as many of the institutional employees as

Possible.
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Sincs we have concluded that there was no clearly

designated Acting superintendent at the time, thio responsi-

bility is diffused. We believe that either Dr. Kasparyan,

Mr. Donovan, or Mr. Agoglia, or all of them together, should

have undertaken this task.

There was insufficient manpower to undertake the search.

There were never more than fifteen persons directly involved

in the search. Clearly this is too few to cover adequately

840 acres of land, much heavily wooded, on which some 45 build-

ings are situated. Although, v/ith the exception of Mr. Moriarty,

all members of the State School staff who participated in the

search were not officially on duty, the fact that no emergency

was declared and there was no request for additional off-duty

personnel to assist in the search contributed to its failure.

Similarly, help should have been requested from persons in the

community including members of the university community in the

area, other local police departments and local fire departments.

Mr. Cozzolino should have contacted Mr. Agoglia and Mr.

and Mrs. Buchanan at 2:00 in the afternoon. His belief that

his sole responsibility was to contact the security officer

when he came on duty was unreasonable under the circumstances.
«

The optimum time for an outdoor search is during the day-

light hours. In this case it is probable that a thorough out-

door search during the afternoon, before darkness fell, would
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have been more productive. No one who had knowledge that

Miss Buchanan was missing suggested or instigated a wider

search during the hours when it might have been fruitful.

The conduct of the evening search was disorganized and

insufficient both in scope and duration. The grounds of the

institution were not covered systematically. Given the fact

that concerted search of the grounds did not begin in earnest

until after 8:00 p.m. and persons started to wander back

toward the Administration Building after 9:00 p.m., insuffi-

cient time was devoted to the search to cover the extensive

grounds.

The decision to postpone the search was unreasonable. It

was the month of November. Although the temperature was not

below freezing, it was cold and raw, and rain mixed with

freezing snow was falling intermittently.

There were no overwhelming reasons to assume that Miss

Buchanan was inside a building -- many of the searchers had

been informed of a prior occasion when Miss Buchanan, having

wandered away, was found out-of-doors sleeping on a bench

on the grounds of the State School.

Based on the opinion of Dr. Moser, we have concluded that
«

Miss Buchanan was no less able to withstand exposure to cold

than normal persons are. However, her impaired judgment,

caused by her retardation, prevented her from adequately
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orotecting herself — she probably did not know that she was

in danger or that disrobing would increase that danger.

All the testimony leads us to believe that the searchers

were convinced that, because she was warmly dressed, Miss

Buchanan would survive the night. We believe that it was

poor judgment to have assumed that Miss Buchanan was not in

danger.

The members of the State School staff who participated in

the search ought to have felt more urgency in the situation

and communicated a sense of urgency to both the State Police

and the Belchertown Police. The significance of this omission

is clearly seen in light of the provision in the State Police

search procedure then in effect. It provided that "only under

exceptional circumstances should searches be carried on at

night. Nighttime will be used to recruit help, organization,

briefing, and any other prepatory measures necessary."

We conclude that the members of the State School staff

who hold supervisory positions and who were involved in the

search, Mr. Agoglia, Mr. Cozzolino, Mr. Donovan, Dr. Kasparyan

And Mr. Owczarski , did not use good judgment in instigating and

conducting the search, or in allowing the search to be postponed.
«

Public Safety Commissioner John F. Kehoe has determined

that the State Police officer responsible for failing to

exercise proper judgment in this case was Trooper Murphy's
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supervisor, Sergeant Cady, in that Sergeant Cady failed to

respond to the scene of the search and take proper action

in a situation which required immediate attention. It is our

opinion that proper action by Sergeant Cady would have in-

cluded careful review of whether the decision to terminate

the search was, in fact, proper.

We also find that State Police Rules and Regulations

governing searches for missing persons in force at that time

did not clearly delineate the relative roles and responsibili-

ties of the State Police and employees of the Department of

Mental Health in such a search.

The fact that neither of the Belchertown police officers,

Matusko and Gay, were present in the discussion which led to

a decision to suspend the search led us to question a letter

dated December 11, 1972, signed by Dr. Kaspayran, Mr. Donovan,

Mr. Potter, Mr. Cozzolino and Officer Matusko. The letter is

addressed to Wilfred Bloomberg, M.D. , Deputy Commissioner of

Mental Health and contains a statement that " . * . the following

information is recalled by those present at the time when

the search was terminated by the State Police Officer."

When interviewed, Officer Matusko said that his signature

°n the letter had been requested by Mr. Potter; he also

said that the letter was inaccurate in that he never heard

Trooper Murphy call off the search. Officer Matusko was
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unable to tell us what he had learned between November 19

And December 11 which would support the statement quoted and

*e inferred that he signed the letter as a result of the

request of Mr, Potter. It is, nevertheless, clear that

Officer Matusko now repudiates the letter.

The report of medicolegal death signed and filed by

Dr. Kasparyan on November 24, 1972, also contained the state-

cent that "at 10:00 p.m. that night, the State Trooper termi-

nated the search (due to darkness and weather conditions)

until the morning." In light of all of the information now

available to us we must conclude that both statements, in the

letter and in the report, are untrue. Nothing we have heard

or read supports the finding that Trooper Murphy unilaterally

ordered the search postponed; rather, all of the information

supports the conclusion that the decision to suspend operations

was a consensus of those present in which each concurred and

to which none objected.

We have concluded that non-supervisory personnel at the

State School should not be held accountable for their actions

even though they may have used poor judgment.

The members of the State School staff who searched for

Miss Buchanan were hampered by administrative inadequacies

which were not of their own making « In addition, these

individuals have worked selflessly and effectively to improve
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the life and advance the development of State School residents.

Each has saved the life of or prevented harm to countless

individual residents. The loss of any one of these individuals

would hurt the State School, hurt its residents and interfere

with the ability of the State School to continue its rapid

rate of progress. Although these men have acted responsibly

and selflessly in many situations, the facts support a finding

that they made substantial errors in judgment in this situa-

tion.

Recommendat i on ;

That the Governor take steps to direct the Superin-

tendent of the State School to consider disciplinary

action against the following supervisory members of

the State School staff: Robert Agoglia, Joseph

Cozzolino, Robert Donovan, Aran Kasparyan and Casimir

Owczarski.
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,. JOHN P. ABBOTT
. i •

A. Findings of Fact

John P. Abbott, for twenty-two years a resident at the

State School, was twenty-eight years and eleven months old

at the time of his death on November 20, 1972. His death

was caused by exsanguination which occurred after his carotid

artery was punctured by an open safety pin which he apparently

had swallowed. He was diagnosed at the time of admission as

having profound mental retardation due to brain damage which

had resulted from severe birth trauma. His I.Q. was listed

as 05; his mental age as 9 months. He was unable to speak.

A spastic paraplegic with atrophy of the muscles, Mr. Abbott

was confined to a wheelchair. He also had epilepsy, petit

mal variant.

Mrs. Florence Abbott told of her son's medical history,

which included several hospitalizations. As a child, John

Abbott once stopped breathing during a surgical procedure and

physicians advised Mrs. Abbott against further operations.

Mr. Abbott's history included an injury to the radial nerve

in his arm, which occurred while he was staying at a private

institution in Rhode Island. After being admitted to the

State School, Mr. Abbott, with the concurrence of his Boston

physicians, underwent an operation to improve his walking





-43-

ability. Mr. Abbott was never able to walk, however, and

was confined to a wheelchair at the time of his death.

Because he required a wheelchair and needed special care,

Mr. Abbott lived in the Infirmary at the State School. Mr.

Abbott was incontinent and required diapers. He received

regular medication for his epilepsy. At a physical examina-

tion in May, 1972, the physician noted the existence of a

heart murmur. Mr. Abbott was examined by a cardiology

specialist, who saw no evidence of cardiac failure and

recommended further treatment only if Mr. Abbott later became

ill.

The question of the exact range of Mr. Abbott's physical

abilities is significant in determining how he was able to

get a safety pin and put it in his mouth. The report of medico-

legal death issued by the State School notes that Mr. Abbott

was a quadriplegic; that is, a person with paralysis of his

arms and legs. It must be noted, however, that, according

to staff members who had daily contact with him, Mr. Abbott

did have limited use of his arms and hands.

Although Mr . Abbott was able to move only in a wheelchair

,

he did have enough control of his hands to push and direct the

wheelchair. Using the chair, he was fairly mobile and could
c

get around the ward. According to the ward attendants, he
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was spastic, with poor muscle tone, and needed to be tied in

the wheelchair in order to remain erect. The attendants

recalled, however, that Mr. Abbott had enough control of his

arms to perform some simple tasks. According to Patricia

McGuire, a registered nurse working in the Infirmary, Mr.

Abbott "could do a few more things that you would think he

could." Ms. McGuire remembered an incident when Mr. Abbott

grabbed on to his crib and lifted himself out of the wheel-

chair into a standing position.

Gertrude Stewart, a licensed practical nurse, recalled

thai Mr. Abbott could hold a glass and drink by himself.

She remembered that he could release the brake on his wheel-

chair and had, on occassion, pulled off his diapers. Ms.

Stewart doubted, however, that Mr. Abbott had the manual

dexterity to release one of his own diaper pins. According

to Ms. Stewart, Mr. Abbott could perform some gross movements

but had no capacity for tasks requiring fine control.

Mr. Abbott did, however, wheel himself fully around the

ward and would "get into things", in the words of one staff

member. There were notations on prior reports that Mr. Abbott

had a habit of putting things into his mouth and sucking on

them. Dr. Kasparyan reported that Mr. Abbott had nearly
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swallowed a pin a little over a year before his death. At

that time, a State School physician was able to remove the

pin from his mouth.

During the week prior to his death, Mr. Abbott showed no

observable distress or discomfort. In their written reports,

prepared soon after his death, staff members Dorothy O'Connor,

Victoria Kusak, Thomas Cauley, Jane Desmond, Oscar Foust

and Phyllis Flaherty all noted that they observed nothing

unusual in Mr. Abbott's behavior. However, Ms. O'Connor, when

interviewed, thought that Mr. Abbott might have had a slight

cold or sniffle that last week, and Mr. Cauley recalled that

Mr. Abbott had been drooling excessively as much as ten days

prior to his death.

Ms. McGuire remembered that Mr. Abbott had a cold the

week before his death. He had a cough and cold symptoms, a

running nose and was expectorating some mucus. According to

the medical records, Mr. Abbott was being treated for a cough

on November 16 and was watched for an elevated temperature on

the 15th. These symptoms may be relevant in determining how

long the pin which caused Mr. Abbott's death was lodged in his

esophagus. (For a discussion of this question, see p. 53 .)

At the State School, in the Infirmary wards, the night

shift comes on duty at 11 p.m. At that time, the outgoing
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staff &nc* tne incoming personnel make routine rounds together,

going into the wards, putting on the lights and checking the

residents. The duties of the night shift (11 p.m. to 7 a.m.)

include observing the residents at regular intervals, when

diapers and sheets are changed as needed and residents who

are awake are given juice.

On November 18, at about 10:50, Ms. McGuire, on the night

shift, made rounds with Ms. Kusak of the earlier shift. Mr.

Abbott was checked at that time, along with other residents

of the Infirmary. Ms. McGuire recalls that Mr. Abbott was

lying on his side, apparently asleep. Nothing unusual was

noted.

Later, between 11:30 and 11:45 p.m., Ms. McGuire went

through the wards with a flashlight to make a head count, as

was her custom. She found Mr. Abbott in the same position and

noted nothing unusual. She noticed, however, that another

resident needed changing and asked an attendant to do this.

As that resident was being changed, Ms. McGuire returned to

her office.

About five minutes later, Ms. Stewart sent for Ms. McGuire
*

Ms. Stewart, investigating. .a noise on the far end of the ward,

had found Mr. Abbott bleeding heavily. Ms. McGuire came at

once, saw the hemorrhaging and ordered Mr. Abbott's bed moved





-47-

lo a private room at the end of the ward. Ms. McGuire

reported that they could not discern the source of the

bleeding because of the continuous flow of large amounts of

bright red blood. She took Mr. Abbott's pulse, which was

very weak. He was pale, perspiring, cold and clammy, and,

according to Ms. McGuire, appeared to be going into shock.

Ms. McGuire phoned Luz C. Gaudier, M.D., the physician

on duty, and described Mr. Abbott's symptoms . She told Dr.

Gaudier that Mr. Abbott was vomiting blood and was apparently

in shock, with blood pressure and pulse imperceptible. The

time was about 11:55 p.m. Dr. Gaudier said that she would

be over right away and ordered that Mr. Abbott be given an

injection of Cor amine, a heart stimulant, in the meantime.

The attendants cleaned up Mr. Abbott and could see that the

blood was coming from his mouth. They put him in shock

position (head low, feet high), provided extra warmth and

injected the Coramine.

Dr. Gaudier arrived within three or four minutes and

checked Mr. Abbott's pulse and blood pressure, which she

found to be imperceptible. Emergency treatment was initiated

Dr. Gaudier started intravenous fluids and injected Vitamin K

Oxygen was also given. Dr. Gaudier recalled that Mr. Abbott

was vomiting blood every two to four minutes. The blood
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initially appeared to be bright red, like fresh blood from the

lungs, but later the blood seemed darker, possibly coming

/rom the stomach where acids would change its color. Mr.

Abbott continued to vomit blood frequently until about 2 a.m.

(There are conflicting notes as to the frequency of vomiting.

)

Vital signs were taken every fifteen minutes. At 1:30 a.m.

Dr. Gaudier decided to put Mr. Abbott on the danger list

and called his parents to notify them.

Dr. Gaudier called Dr. Kasparyan for advice. At his

suggestion, she called Western Massachusetts Hospital (WMH)

,

a hospital operated by the Department of Public Health, for

a consultation. This call was made at 2 a.m. , according to

ward records and Dr. Gaudier' s written report. An arrangement

that WMH would provide back-up emergency medical care for State

School residents was then in effect. (For a discussion of

this arrangement and the issues relating to it, see p. 56.)

Dr. Gaudier spoke to Rong-Jui Chen , M.D., a general surgeon

and the physician on duty at WMH, who advised that Mr. Abbott

be given 25 mg of Premarin and 25 mg of Vitamin K in two doses

at two-hour intervals to control the bleeding.

Dr. Chen, who recalled the time of the call as midnight,

said when interviewed by us that Mr. Abbott's symptoms indicated

a pre-shock condition. He asked Dr. Gaudier how long it would
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take to get Mr. Abbott to WMH and was told 45 minutes. He

Was told that the nearest hospital is the Holyoke Hospital,

which is fifteen minutes away. Dr. Chen recommended that

Dr. Gaudier give the medications noted above to stabilize

Mr. Abbott's condition and then transfer him to the nearest

hospital when his vital signs improved. Dr. Gaudier said that

she felt that Mr. Abbott was too ill to be moved and that

she would send him to the hospital as soon as his condition

stabilized.

Dr. Gaudier took the measures Dr. Chen advised and gave

Mr. Abbott Premarin and Vitamin K. Ms. McGuire recalled

that the Premarin was not available in the Infirmary and the State

School pharmacist had to be called from town to unlock the

pharmacy, Ms. McGuire went with Dr. Gaudier and the pharmacist

to procure the drug.

Mr. Abbott's vital signs remained poor throughout the night,

but by 7. a.m., Mr. Abbott's blood pressure had started to raise

and was read 62/50. At this time, Dr. Gaudier called Hugh

Tatlock, M.D., a consultant in internal medicine affiliated

with Cooley Dickinson Hospital (CDH) in Northampton. On

Dr. Tatlock 's suggestion, Mr. Abbott was transferred to CDH

at 7:50 a.m. and admitted forty-five minutes later.

After Mr. Abbott was examined by Dr. Tatlock at CDH, his

blood was typed and cross-matched and X-rays of his chest and
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brjomen were taken. An examination of the X-rays revealed

i he presence of an open safety pin in the lower pharynx.

f.%
this point, Dr. Tatlock called in Russell F. Gervais, M.D.

,

a surgical specialist.

Mr. Abbott received a blood transfusion and was prepared

for surgery. After he was given general anesthesia, an

examination was conducted with a laryngoscope and the doctors

discovered that the pin had perforated the esophagus. Dr.

Gervais was able to remove the pin surgically and the pharanx

Area was packed with dressing. After the dressings were

checked and reapplied, there was no further bleeding and Mr.

Abbott was sent to the intensive care unit.

Not long after the operation, Mr. Abbott began to bleed

heavily again, passed bloody stools and occasionally vomited

blood. In consultation with David Jennison, M.D., of the

surgical service, Dr. Gervais and Dr. Tatlock decided to

replenish Mr. Abbott's blood supply. He was given a total of

seven pints of blood. Dr. Jennison felt that further tests

were necessary to determine the source of the bleeding and

suggested that the bleeding might be due to a condition

unrelated to the pin. The doctors wanted to do an angiogram

°f the stomach area to test a possible source of the bleeding.
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(An angiogram is a radiologic test involving the injection

of dye into arteries to permit visualization of blood flow.

)

While Mr. Abbott was being treated at CDH, his parents

were making plans to come to Northampton from their home on

Cape Cod. Their last contact with the State School had been

early in the morning of November 19 when Dr. Gaudier had called

to inform them that their son had been sent to the CDH. On

Monday morning, as the Abbotts were about to leave for Northamp-

ton, they received a call from Dr. Tatlock, who told them

that Mr. Abbott had been operated on and that the pin had been

removed. He explained that the bleeding was continuing and

that the doctors wished to do angiographic studies to find the

source of the bleeding and to transfuse additional blood.

When asked for permission to undertake these further procedures,

the Abbotts refused.

In our interview of the Abbotts, Mrs. Abbott explained to

us the enormous extent to which her son had suffered through-

out his life from repeated illnesses, hospitalizations and

operations. She said that she had not wanted him to suffer

further. Mrs. Abbott also said that she believed at the
«

time that she spoke with Dr. Tatlock that her son was a

ward of the state and that the hospital did not need her

permission to perform the desired procedures. Nevertheless,
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Aid tell Dr. Tatlock that it was her preference that

doctors "leave it to God." Later, Dr. Jennison spoke

her on the telephone and she repeated this statement.

John Abbott died at 11:45 a.m., only a short time after

this conversation. His parents, who had left their home after

talking t o the doctors, arrived in Northampton about 1 p.m.,

after their son had expired. The Abbotts met with Dr. Gervais

«ho asked permission to have an autopsy performed. He said

that an autopsy would probably be ordered anyway and he wanted

to find out the source of the bleeding. He suggested that the

pin was a "red herring", according to Mrs. Abbott, and that

the bleeding probably had another source. The Abbotts agreed

to the autopsy

Four hours after Mr. Abbott's death, John Waldman, M.D.,

a pathologist at CDH, performed an autopsy. The findings of

the autopsy were that the pin, which had perforated the

esophagus, also penetrated the common carotid artery on the

right. This was the source of the continued massive bleeding,

the hemorrhaging apparently going into the gastrointestinal

tract and later being aspirated into the lungs. Dr. Waldman,

in his report, noted that repeated movement of the pin between

the esophagus and the carotid artery caused the perforations

lr> enlarge, leading to the gastrointestinal hemorrhage and
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xSAnguination which caused Mr. Abbott's death. It is

noteworthy that the angiogram of the stomach area, which

ihe doctors, suspecting a peptic ulcer condition, wanted

lo do, would not have revealed the bleeding source. Although

the doctors might have tried other radiologic studies if the

patient had survived this procedure, it is not likely that

the parents' refusal to permit the test was a direct cause

>

of Mr. Abbott's death.

B. Responsibility of State School Personnel

One issue raised by the autopsy and preceding events is

the length of time the pin had been lodged in Mr. Abbott's

esophagus. While the doctors could not accurately determine

the time the pin has been swallowed, there is evidence that

it had been there some time, possibly as long as a week. The

cold symptoms mentioned before might be reactions of the body

to a foreign. substance such as a safety pin. Also, when admitted

to the hospital, Mr. Abbott had an elevated white blood count,

which might be attributed either to the pin's long presence

in his throat or to a cold. An examination of the tissue

around the perforation indicated necrosis and. rounded edges

n*?ar the wound, signs that the wound was older than a day,
c

possibly as old as a week or more, although Dr. Waldman says

that it is difficult to estimate the age of the wound with accuracy
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lf in fact the pin had been lodged in Mr. Abbott's

throat for a week, the question must be raised whether staff

A t the State School should have discovered this. The physicians

questioned seemed to agree that, given Mr. Abbott's limited

physical and mental capacity, there was no way to ascertain

the presence of the pin. The attendants noted that Mr.

Abbott exhibited no unusual behavior beyond the slight cold

symptoms and drooling which may be attributable to the pin,

but would not have aroused any serious concern. We were told

by our medical consultants that the pin, lodged as it was in

Mr. Abbott's lower pharynx, would have created some discomfort

but not sharp pain. In any event, Mr. Abbott was not able

to communicate discomfort and there were no objective signs

to indicate a major catastrophic event.

The issue of the adequacy of the medical care received

by Mr. Abbott at the State School is central to this investiga-

tion. Our initial inquiry concerned the ability of the staff

to recognize an emergency and respond quickly. When an

attendant notified her that Mr. Abbott was bleeding, Ms. McGuire

went immediately to check, had his bed moved to a private room

And took his pulse and blood pressure. Ms. McGuire called

D r
. Gaudier at once. As the physician on duty, Dr. Gaudier,

bore primary responsibility for Mr. Abbott's care.
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Having ordered the nurses to give Mr. Abbott a shot of

Coramine, Dr. Gaudier arrived at the ward within a matter of

minutes. She examined him and, concluding that he was in

shock, started intravenous fluids and Vitamin K and administered

oxygen. Mr. Abbott's condition was closely observed through-

out the night and his pulse and blood pressure were taken

regularly.

It should be noted that the State School does not have the

facilities for giving blood transfusions or for blood typing

or matching. Apparently, the nearest place where a blood

transfusion could by given was Holyoke Hospital, a fifteen-

minute drive away. Given the critical condition that Mr.

Abbott was in, it is possible that he would not have survived

being transported immediately to the hospital. Dr. Gaudier's

decision to try to stabilize his condition before moving

him was reasonable under the circumstances. Our medical

consultants found, however, that Mr. Abbott should have been

transported to Holyoke Hospital or CDH at some time earlier

than 7:50 a.m.

Although the medications recommended by the WMH physician
«

for John Abbott may not have been appropriate (see next section),

Dr. Gaudier otherwise treated him reasonably. She observed

his condition carefully and when his condition had stabilized





-56-

lUfficiently to move him, she had him transferred to CDH

lo the care of Dr. Tatlock.

We do not find fault with the fact that Dr. Gaudier

followed medical advice which was questionable. It was

reasonable for her, in an emergency requiring surgical

knowledge, to follow the advice of a trained surgeon.

C. Emergency Hospital Back-up

When Dr. Gaudier called WMH for advice concerning the

treatment of Mr. Abbott, Dr. Chen recommended that Dr. Gaudier

try to get his condition stabilized and then transfer him

to a hospital. In order to stop the bleeding, Dr. Chen recom-

mended Vitamin K and Premarin.

We were told by our medical consultants that Vitamin K is

administered to aid in clotting blood only when the patient

has a Vitamin K deficiency, not for blood clotting in the

absence of such a deficiency. Premarin, an estrogen compound,

is used to control certain kinds of menstrual bleeding in

women . It has no effect on bleeding in men. Consequently,

the prescription advised by the WMH physician was inappropriate

and inadequate, although it may not have in itself affected

his condition adversely. The acknowledged difficulty of

diagnosing and suggesting treatment over the telephone does

not mitigate this conclusion.





-57-

This arrangement with WMH raises the issue of the

Adequacy of emergency care available to State School residents

Those residents with chronic problems have received routine

care, beyond that provided by State School physicians, at

WMH. Originally used to treat tuberculosis, WMH now treats

chronic diseases and cancer.

In 1972, after the State School had some difficulties

getting emergency care for residents, Dr. Nagle, then the

Superintendent of the State School, and Dr. Kasparyan met

with I. Herbert Scheffer , M.D., the Superintendent of WMH

and two of his staff physicians. An agreement was worked out

whereby WMH would receive State School residents on an emergency

basis. This arrangement was intended to relieve the dif-

ficulty of contacting physicians from CDH on weekends and

nights.

Because WMH provides chronic rather than acute care, it

is not staffed to provide comprehensive emergency care. In

the cases of Mr. Abbott and Rena Aubin (see Part V ), Questions

were raised as to whether the telephone advice given by WMH

physicians was adequate. There are clearly limitations on
«

the scope of care WMH can provide. Further, because WMH is

a forty-five minute drive from Belcher town, it is not geographically
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well suited to provide emergency back-up for the State School.

Finally i reliance on telephone consultation for diagnosis

^nd treatment of emergency cases does not provide for the

best medical care.

Recommendations :

That the Governor direct the Commissioner to insure

that each institution of the Depar tment establishes

adequate arrangements for quality emergency medical

and hospitalization back-up.

A new arrangement for emergency back-up care has

been reached between the State School and Holyoke Hospital.

D. Emergency Medical Supplies

Another issue raised by the treatment of Mr. Abbott at

the State School concerns the availability of emergency

medical supplies and drugs. While this issue will be considered

more fully in the discussion of the deaths of Rena Aubin (see

Part v ) and Christopher Adams (see Part jy) , it must be

raised here with regard to the difficulty encountered in

getting a needed drug. When, in the middle of the night,

Dr. Gaudier discovered that a drug which she wanted was not

available in the Infirmary, she had to call the State School

pharmacist at his home in town and ask him to come and unlock

l he pharmacy. Dr. Gaudier and Ms. McGuire then went over to the

pharmacy to get the medication.
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It is clear that there should be an adequate supply of

necessary drugs in the Infirmary, available to physicians in

case of emergency. In addition, there should be someone on

the campus at all times who has access to the pharmacy. The

fact that the only person with access to the pharmacy was off

the grounds indicates inadequate planning on the part of the

State School. This situation should be remedied, since the

lapse of time required to obtain medication could be fatal to a

resident

.

E. Use of Safety Pins

A significant question raised by the Abbott death concerns

the accessibility of safety pins to residents on the ward.

Since many of the residents of the Infirmary are incontinent

and wear diapers which frequently need changing, pins are a

necessary fact of life on the ward. Safety pins are apparently

also used to secure the "johnnies" worn by some residents.

The fact that Mr. Abbott was able to get a pin and swallow

it requires consideration of whether the staff members are

careless in their use of pins. Testimony indicates that boxes

of pins are not left out in the ward but are kept in the drug

room; nurses and attendants get their supplies of pins from there.

The staff members either keep the pins in their pockets, or on

chains attached to their clothing. While changing a diaper,
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the staff members put the pins in their pockets, pin them

to their own clothes, or attach them to the bed out of reach

of the resident. There is no set procedure, however, and it

is not unlikely that some attendants place the pins on the tables

or diaper carts.

There is no' set number of pins used on a diaper; the

number depends entirely on the size of the individual and the

need. Therefore, it is impossible to ascertain if a pin is

missing by counting the pins in a diaper. Residents occasionally

tear off their own or another resident's diapers, and pins

could be removed in this fashion.

Since Mr. Abbott was able to move around the ward in his

wheelchair , he could have gotten hold of a stray pin that had

fallen, had been left by an attendent or had been pulled off

by another resident. None of the staff members interviewed

recalled any incident around that time in which a box of

pins had been spilled. While it is unlikely that Mr. Abbott

was able to unfasten the pin from his own diaper , no one who

was questioned doubted that he could have gotten the pin some-

where on the Infirmary ward.

While the possibility of keeping a pin count was suggested

to members of the staff, it was felt by most to be an impractical

regimen, given the constant use of safety pins. The use of
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velcro strips or cloth ties might eliminate the clangers of

safety pins, but these fastenings could too easily be untied

or ripped apart by residents. We did learn, however, that

there are some safety pins which are specially made to be

difficult to unfasten. The State School should use such pins

exclusively wherever possible.

F. Parental Consent

The final issue raised by the Abbott death concerns the

necessity of parental consent to hospitalization and surgery.

The policy of the State School is to ask the parent or guardian

for permission whenever a resident is to be sent to an outside

hospital for diagnosis or treatment. This procedure creates

difficulties for, in some cases, parents live many miles

away from the State School and have lost contact with their

children. In other cases, parents may have died or may be

inaccessible

.

In a true emergency situation, the law is clear that parental

consent is not required prior to treatment. While the State

School may properly notify the parents of the treatment, it is

not required to do so prior to treatment. The issue of the

necessity of parental consent is important, however, in the

case of non-emergency procedures and in the case of continuing

care outside of the State School, as in the case of Mr. Abbott.
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in the Abbott situation, his parents gave permission for his

admission to CDH. When the physicians wished to do further

radiologic studies, they consulted the Abbott parents who

refused consent for these procedures. While it is likely

that their refusal was not a direct cause of their son's

death, the issue of who is responsible for a hospitalized

resident must be settled.

The legal status of a resident of a State School is unclear

with regard to whether his parents or the state is the ultimate

guardian. At this time, parents are considered by the Depart-

ment to be the legal custodians of their children, retaining

responsibility for consenting to medical care. The many dif-

ficult issues relating to guardianship and custody go beyond

the scope of this report. In this case, the parents were

contacted and accepted the authority to make decisions about

the medical care of their son. It is evident, however, that

the entire subject of the relative responsibility of state

schools and hospitals, parents of residents and residents them-

selves needs to be critically examined.

Recommendations :

That the Governor direct the Secretary of Human Services,

consulting as appropriate the Attorney General of the Common-

wealth and the Bureau of Developmental Disabilities, to
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prcpare guidelines to acquaint state schools,

hospitals and other facilities of agencies within

the Executive Office of Human Services with consent

requirements under the existing law and, if he deems

warranted, to propose new legislation concerning consent

requirements to be submitted to the next session of the

General Court in January, 1974.
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CHKISTOPHER R. ADAMS

A. Findings of Fact

Christopher R. Adams died on November 24, 1972, from

Asphyxia due to food inhalation. He was eighteen years old

a t the time of his death and had been a resident at the State

School for ten years. He was diagnosed as having profound

mental retardation with chromosomal abnormality and autosomal

trisomy of Group B, Landon-Down disease (commonly called

Mongolism)

.

A study of Mr. Adam's record reveals a long history of

nodical and psychological difficulty. He suffered from severe

skin infections and frequently had excoriations and scratch

and bite marks on his head and neck. In the seven months

prior to his death, three separate incidents of bites and

scratches by other residents were reported. After the most

recent incident, on October 9, 1972, Mr. Adams managed to

remove the stiches from behind his ears. He also had a

tendency to bang his head, at times causing bleeding and large

bumps and cuts. A helmet had been prescribed.

Mr. Adams had a history of difficult swallowing and of

choking episodes. In 1971 he choked on a piece of food.

Serious consequences were prevented by a doctor and nurse at

the State School. At the time of his death, Mr. Adams was one of
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p t-vny residents of G Building (the Adolescent Living and

Learning Unit) who had swallowing problems and were on

diets of pureed foods. Staff members were aware of Mr. Adams'

choking difficulty and had discussed it prior to his death.

They described to us Mr. Adams' habit of "gulping" rather

than chewing his food. According to Lawrence Spiegal , the

Unit Director, it would have been very difficult to teach Mr.

Adams not to gulp his food. He said that the State School

staff generally tries to deal with a "choker" by taking food

away from him if he is eating too quickly.

On November 24, 1972, at 6:25 p.m. Mr. Adams left the

dining room with a group of residents and an attendant. He

had just eaten some clam chowder and bread. It is unclear

whether Mr. Adams was still chewing food as he was 'walking.

Just outside the dining room on the stairs, Mr. Adams began

to gasp and gag and collapsed on the first floor landing.

Michael Lundquist, the attendant, was just behind Mr. Adams.

He assumed that Mr. Adams was choking on some food and began

slapping him on his back in an attempt to dislodge it from

his throat. Bruce Fitzgerald, the other attendant on duty,

was called from the dining room and came at once. In the

meantime, Josie Ducharme, another attendant, had phoned the

doctor on duty.
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Mr . Fitzgerald and Mr. Lundquist turned Mr. Adams onto

his back and tried to apply artificial respiration. Mr. Adams

was already blue in the face. Mr. Fitzgerald tried to clear

Mr. Adams' throat with his finger and got out what looked

like food. At this point, Mr. Fitzgerald and Mr. Lundquist

lifted Mr. Adams 1 heels over his head and shook him upside

down in an attempt to dislodge the food. When this failed

they tried artificial respiration again.

Dr. Gaudier, the physician on duty, arrived within two

to three minutes after being called. According to Dr. Gaudier 's

report, Mr. Adams was unconscious when she arrived. He had

cyanosis of the face and upper extremities, was not breathing

at all and had no pulse or discernible heartbeat, and Mr.

Adams was moved to the nursing station a few feet away.

Artificial respiration and external cardiac massage were begun.

Dr. Gaudier, assisted by Hong Woo Lee, M.D., another physician

it the State School, injected Cor amine intra-muscular ly

.

Mr. Lundquist and Mr. Fitzgerald went for the oxygen supply.

When it was discovered that the oxygen in G Building was

locked up, Mr. Lundquist went to M Building to get the oxygen

supply located there. Oxygen was then administered to Mr. Adams,

together with the other resuscitative measures, for twenty

Minutes. When no response was elicited, Dr. Gaudier pronounced

v,r
« Adams dead.
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'fhe medical examiner was sent for, and K. Sheldon Clapp

,

M.D., of Amherst came since Kenneth Collard, M.D., the local

medical examiner, was busy. Dr. Clapp concluded that Mr.

Adams died from asphyxia due to food inhalation. He noted

that Mr. Adams had chowder in his nose, although the airway

had been cleaned out by finger examination. Mr. Adams'

parents were notified of his death at this time. Dr. Clapp

decided that no autopsy was necessary, there being no evidence

of trauma.

B. Responsibility of State School Personnel

No one we interviewed who had known Mr. Adams well was

surprised that he choked to death after eating. This resident

had a long history of choking problems, a difficulty common

to people with Mongolism. Mr. Adams ate rapidly, stuffing

the food into his mouth without chewing and swallowed large

amounts at once. He had nearly choked to death only a year

before. Dr. Gaudier noted that this. time the food which was

ingested had gone down to the trachea and bronchial tubes,

making it impossible to get out.

The response of the staff to the medical emergency was

prompt and diligent. Attendants Lundquist and Fitzgerald were

there at once and tried continuously to save Mr. Adams. They

attempted to dislodge the food and applied artificial respiration
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nr . Gaudier arrived within minutes, and took appropriate

measures to revive him. Generally, the staff cannot be

faulted for its treatment and indeed deserve praise for its

quick response.

C. ILmerqency Medical Care

At the time of Mr. Adams' death, the State School was not

adequately prepared to deal with medical emergencies. The

situation with the oxygen is a case in point. The fact that

the G Building oxygen supply was inaccessible behind locked

doors is a serious deficiency in emergency procedures. The

State School should re-examine its emergency medical system

and see that equipment and supplies are kept in convenient,

accessible locations.

The other aspect of medical care in which the State School

was deficient concerns emergency training of staff. Attendants

working at the State School did not receive adequate training

in first aid. Mr. Fitzgerald noted that he had learned first

aid from his mother, a registered nurse, not from the State

School

.

Recommendation ;

That the Governor direct the Commissioner to issue a

directive establishing minimum depar traent-wide standards for

assuring the accessibility of emergency medical supplies
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and the adequate first aid training of all

personnel.
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KENA A.AUBIN

A. Findings of Fact

1. The Events of December 2-3

Rena Annette Aubin, a twenty-three year old woman, had

been a resident of the State School for more than twelve years

when on December 3, 1972, she died from spontaneous rupture

of the stomach and bronchial aspiration of stomach contents.

When admitted in 1960, she was diagnosed as being moderately

mentally retarded. Her physical condition included congenital

amyotonia, which involves a lack of muscle tone. In addition,

Miss Aubin had severe scoliosis (curvature of the spine) and

abnormally small hands and feet. Her I.Q. was tested in 1965

at 47; her mental age was given as 7 years, 1 month.

Miss Aubin 1 s most apparent physical characteristic was her

obesity. She was of short stature (about 5 f l") but weighed

about 170 pounds. The State School records indicate that Miss

Aubin had poor hygiene and was often self-abusive. Reports of

the medical check-up of April 21, 1972, show that she had self-

inflicted scratches. The staff evaluation notes of November,

1972, report that Miss Aubin would occasionally attack other

residents. Other notations on the record and interviews with

the staff indicate that she was sometimes attacked by more

beligerent residents. A notation on the medical record for

November 6, 1972, shows that Miss Aubin was treated for a
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bite on her face caused by another resident.

Records and interviews with staff indicate that Miss

Aubi n was sometimes moody and unhappy and had a tendency to

whine. The November, 1972, re -evaluation report refers to her

as lazy, with behavior problems. Possibly because of these

problems and the occasional aggressiveness already noted,

Miss Aubin received daily medication of sedatives (Serentil,

25 rag T.I.D.; Phenobarbital , h gr Q.I.D. ; Benadryl 25 mg

Q.I.D.). These doses had been decreased on a trial basis,

following her November, 1972, re-evaluation (Serentil 25 mg

B.I.D.; Benadryl 25 mg Q.I.D. ).

When interviewed, most staff members reported that Miss

Aubin was a chronic complainer. Her complaints were generally

of non-specific physical ailments. She would say "I hurt"

and when asked where, would reply "all over." Staff members

John Besse, L.P.N. , and Bruce Fitzgerald, Charge (Attendant

Supervisor), noted that Miss Aubin seemed to be particularly

upset when she returned from day visits with her mother.

Miss Aubin 1 s obesity resulted from what has been called

her "compulsive eating." As one staff member described it,

she "would eat anything and everything put in front of her."
«

According to the records of her November, 1972, re-evaluation,

Miss Aubin was to be put on a special diet to control her

weight.





-72-

Both Dr. Kasparyan and Mr. Besse said that Miss Aubin was on

a special diet to reduce her weight; other staff members
c

interviewed had no knowledge of any diet. According to

Dr. Kasparyan, Miss Aubin 's mother was aware of this diet.

Although Miss Aubin was sometimes a behavior problem, she

was toilet trained and had some ability to care for herself.

She was verbal and generally able to make herself understood.

Although she was not considered capable of employment, she

was put on the waiting list for the Training Unit in November

,

1972. At the time of her death, Miss Aubin resided in G

Building, the Adolescent Living and Learning Unit.

On December 2, 1972, Miss Aubin spent the day at home

with her mother in Springfield. Miss Aubin 's mother generally

took her home once every three or four weeks. There is no

evidence that Mrs. Aubin was given any special information

concerning her daughter or any formal notice of her dietary

restrictions at the time Miss Aubin was checked out. Interviews

with the staff indicate that no policy existed at the State

School to so notify parents taking their children out for a

day. Parents were, however, given any medication their children

needed when they checked out. This function was apparently

performed by the attendant on the ward when the resident left.
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Miss Aubin was returned to G Building by her mother at

approximately 7 p.m. The staff made no effort to inquire

whether Miss Aubin had any problems while at home, and. Mrs.

Aubin did not communicate any information to the State School

employees. There was apparently at this time no formal

procedure for checking a resident returning from a home visit,

although one attendant interviewed suggested that a returning

resident was supposed to be checked over for bruises by a nurse

or a charge. Although Miss Aubin was not examined when she

returned, staff members who saw her noted nothing unusual in

her behavior. Simone Barthelette, an attendant, reported that

Miss Aubin seemed quite well and relatively happy on returning.

When asked about any signs that Miss Aubin might have been

drinking, all staff members stated. that there was no smell

of alcohol or any other indication of intoxication.

Later in the evening, Miss Aubin began to complain of back-

aches. Estimates by staff of the time she started to complain

range from 8 p.m. to 11 p.m. It was apparently around bedtime,

some time between 8:30 and 9:30 when Miss Aubin first began

to complain about her back. Following this complaint, she
«

was given an alcohol back rub by an attendant. Later in the

evening, following similar complaints, she was given a second

back rub. Staff members reported that these back rubs made Miss
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Aub in feel better. Most of the staff invoked on this

sh ift did not feci that anything unusual was taking place.

Nor did they think that Miss Aubrn was seriously ill. Since

she apparently complained frequently, particularly around

hedtime, the attendants did not see these complarnts as at

all out of the ordinary.

ThG first indications that Miss Aubin 's complaints might

lateI in the evening at about 10:50, near

be more serious came later in tne

A+ +v,ic timp Miss Aubin

the time the staff shift changes. At thrs time

was out of her bed and lying down on a mattress in the

fusion room. This room next to the nursing station is used

as a seclusion room when locked; however, when it is unlocked

door was not locked when Miss Aubin was there. No staff

person reported putting her in the room, so she may have gone

there by herself or been put there because she was noisy, as one

attendant suggested. When Elsie Regoli, an attendant on the

,, fc* work she found Miss Aubin in the room

11:00 shift reported for worK, sne

and inquired about her. Other staff members from that shift

checked on Miss Aubin and found that she had soiled herself and

was groaning in pain.

At this time, about 11:00, Mr. Besse took Miss Aubin to

the nursing station, had her cleaned up and tried to take her
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temperature. Mr. Besse stated that he became alarmed by her

continuing complaints and called Dr. Gaudier, the physician

on call that hight.

Dr. Gaudier arrived within five minutes (at approximately

11:15) and took Miss Aubin's vital signs. According to the

ward reports and the report of Norma Beattie, R. N. , the supervising

nurse, her temperature was normal; her blood pressure 90/60;

her pulse 120. She appeared pale and agitated. She was

conscious, however, and able to move by herself. Dr. Gaudier

then called the switchboard and told the operator to get the

medical emergency kit. This kit was apparently kept in the

telephone operator's booth. Emmy-Lou Backe , an attendant,

was sent to the Administration Building to pick up the kit.

She reported that the operator had some difficulty locating

the kit, although it was finally found and brought to the ward.

On examination, Dr. Gaudier found nothing wrong with Miss

Aubin's back, but noted that her abdomen was somewhat rigid.

Dr. Gaudier prescribed 32 mg of Darvon P.O., which was then

given to Miss Aubin. Dr. Gaudier also inserted a rectal

tube and some gas was expelled.

At this time (about 11:30), Dr. Gaudier called Western

Massachusetts Hospital (WMH) for a consultation.
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Dr . Gaudier spoke to Shishir C. Prasad, M.D., a general

surgeon on the staff of WMH , and described Miss Aubin 1

s

condition to him. Dr. Prasad recommended that Miss Aubin be

given Demerol and Atropine and be kept under close observation,

with her vital signs checked every 30 minutes. He said that the

patient should be sent to WMH in the morning if the pain

persisted.

Dr. Gaudier reported that she was doubtful about this

advice, since she suspected .that Miss Aubin had an acute

abdomen and felt that the Demerol might mask the symptoms.

Preparing to give her the medication, Dr. Gaudier found that

there was no Atropine in the medical kit, although Demerol was

available. At about 11:50, Dr. Gaudier sent Mrs. Beattie

to the Hospital Building to obtain the drug. Neither the Demerol

nor the Atropine was ever administered, however, because by

the time Mrs. Beattie returned at approximately midnight, Miss

Aubin was receiving resuscitative measures.

At 11:40, Miss Aubin said that she had to go to the toilet,

but refused to use the bedpan. She walked to the bathroom and

apparently had a normal bowel movement. She returned to her

bed, which had been moved to another corner of the ward. At

this time, according to Mrs. Beattie 's report, she was still

agitated, pale and sweaty and complained of pain and nausea.
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Her pulse remained at 120 and her abdomen still seemed rigid.

Dr. Gaudier checked Miss Aubin and listened for bowel sounds

but could hear nothing on account of the thickness of Miss

Aubin' s abdomen.

Miss Aubin remained conscious and continued to talk. She

wanted to watch what Dr. Gaudier was doing. About midnight

she told Mr. Besse that she was a little tired and would like

to get into bed. Almost immediately after she lay down, she

started to gasp and became cyanotic* Mr. Besse immediately

called Dr. Gaudier from the nursing station.

Dr. Gaudier initiated r esuscitative measures at once.

Miss Aubin was given oxygen by face mask, heart massage and

artificial respiration alternatively. Coramine (1.5 cc) and

Adrenalin (1:1000 1 cc ) were administered and naso-pharyngeal

suctioning was done. These attempts to revive the patient

continued for about half an hour. Milovaje Milosevic, M.D., and

Hong Woo Lee, M.D., two other State School physicians, arr ived

and assisted in these efforts. Finally, at 12 : 30
:
having failed

to elicit any response to these efforts, Dr. Gaudier pronounced

Miss Aubin dead.

Following Miss Aubin' s death, Dr. Kasparyan was called and

notified of the situation. Several calls were then made in an
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attempt to get a medical examiner. On the fourth call, an

examiner, Thomas F. Corriden, M.D. , of Northampton was contacted.
c

Me agreed to see the body in the morning.

At 12:40 a.m., Dr. Gaudier placed a call to Miss Aubin's

mother to inform her of her daughter's death. Miss Aubin

was at work, but returned the call an hour later. She stated

that when her daughter was home she had eaten a large supper r

consisting of roast beef, carrots, onions, pie and ice cream.

The State School reports note that Mrs* Aubin recalled at this

time that Miss Aubin had complained of a stomach ache, but that

she had dismissed this as one of her daughter's chronic com-

plaints. Mrs. Aubin later stated that she did not remember

saying this.

At 1:00 a.m., Dr. Kasparyan, Dr. Magnone and Mr. Donovan

arrived at the building. Mr. Spiegel arrived at 2:00 a.m.

Dr. Corriden called back to say that he would be there that

night. He arrived at 2:15 a.m., along with State Police

Trooper Paul E. Malatesta (from the District Attorney's Office)

and James Roy. These three men were present until 3:15 a.m.

The body was then transferred to the morgue at the State School.

Dr. Corriden ordered that an autopsy be done at Cooley

Dickinson Hospital (CDH). On Sunday, December 3, at 1:30 p.m.,

Jonathan G. Greenberg, M.D., a pathologist at CDH, performed the

autopsy

.
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2 . Autopsy and Medical Findings

Dr. Greenberg concluded from his autopsy that Miss Aubin

had died from spontaneous rupture of the stomach secondary to

severe gastric distension from overeating and subsequent

aspiration of the stomach contents.

Dr. Greenberg reported that Miss Aubin' s abdomen was hugely

distended and, following his incision, a large amount of foul

smelling gas escaped. Two large rents were found in Miss

Aubin ' s stomach. One, 4.3 cm. in length, was on the wall of

the stomach on the anterior side; the larger, 8 cm. in length,

was located in the lesser curvature of the stomach. A large

amount of partially digested food matter was found exuding

from the large tear. Other food particles were found in the

abdomen, the esophagus and the lungs. Dr. Greenberg, when

interviewed, noted that the amount of food present was "quite

staggering.

"

Significantly, the muscle fibers in the stomach were markedly

stretched and very thin. A microscopic analysis of strap

muscles by Dr. Greenberg indicated atrophy of the muscle fibers.

Dr. Greenberg referred us to an article at 53 Surgery 797
«

(1962) by Albo , de Loumer and Silen, in which reported cases of

spontaneous rupture of the stomach were reviewed. Spontaneous
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rupturo, in the absence of tnauma , is quite rare, with only

43 reported adult cases. In 85% of these cases, the condition

resulted in death within two to 48 hours. Distension of the

stomach caused by overeating was reported in 27 of the cases.

The authors concluded that "gastric distension was thought to

be an important cause in many of the cases. Overeating and

excessive consumption of liquids preceded many of the incidents."

The authors suggest that in these cases overextension of the

stomach may have prohibited vomiting and caused marked stretching

of the mucous membranes along the lesser curvature.

Once the perforation occurs, air and gastric contents fill

the abdominal cavity. Death is caused by the combination of

peritonitis, shock, and respiratory distress. Notably, in

only one of the 43 cases reported by Albo et^ al_. was the

correct diagnosis of rupture of the stomach made prior to

death or surgical intervention.

While much remains unknown about this acute condition,

Miss Aubin's congenital muscle disorder is suggestive of a

predisposing cause. The muscles in her stomach were stretched

to extreme thinness, possibly because of muscle atrophy. While

there is no doubt that an enormous quantity of food was ingested,

it may be that Miss Aubin's congenital amyotonia had involved

the stomach muscles, making rupture more likely.
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The other finding of the autopsy that requires further

comment is the pathologist's note: "Blood alcohol 48 mg %."

In layman's terms, this means that he found 48 milligrams of

alcohol per 100 cubic centimeters of blood.

We consulted several experts in the area of blood chemistry

on the question of the significance of this finding. While

their opinions varied, all agreed that the amount of alcohol

Miss Aubin had consumed and the degree of intoxication at the

time of her return to the State School were difficult to

estimate due to the existence of two variables: her metabolism

rate and the amount of food she had eaten. The figure suggests,

however, that Miss Aubin may have had several drinks and may

possibly have been intoxicated prior to returning to the State

School. There is, however no further evidence to support a

finding that Miss Aubin had consumed alcohol. All State School

staff members state that she did not smell of alcohol when she

returned, and was not known to drink. The staff states that she

could not have procured liquor in the State School and was never

alone with the bottle of rubbing alcohol. Because Mrs. Aubin

was not available for questioning as to whether Miss Aubin had
«

beer , wine or other alcoholic beverages at home , this finding is

uncorroborated, but puzzling. Dr. Greenberg, when interviewed,

stated that he felt that the alcohol level was not significant.
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The autopsy concludes that Miss Aubin suffered from a

spontaneous rupture of the stomach secondary to severe gastric

distension from overeating and died from bronchial aspiration

of gastric contents. No trauma or abuse of any kind was

revealed in the autopsy.

B. Responsibility of State School Personnel

The issue of the adequacy of the medical care received by

Miss Aubin is central to this investigation.

Dr. Gaudier, the physician on call, had primary responsibility

for Miss Aubin' s care. She was assisted by the nursing staff and

later by Drs. Milosevic and Lee of the State School. She

received telephone advice from WMH, according to a fixed plan

for emergency back-up. Dr. Gaudier was diligent and deeply

concerned about Miss Aubin. She appeared on the ward within

five minutes of being called and recognized the seriousness of

the situation. Her actions in examining Miss Aubin were completely

appropriate

.

The only factor in the medical treatment given to Miss

Aubin that is open to question is the response of the physician

consulted at WMH. When symptoms suggestive of an acute abdomen

were described to him, Dr. Prasad discouraged Dr. Gaudier from

sending Miss Aubin at once to WMH and recommended Demerol and

Atropine. This advice is open to serious question and appears.
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to deviate from standard medical practice. These drugs would

at best disguise the symptoms of an acute abdomen and the

physician's advice to send such a patient in the morning was

inadequate. Dr. Prasad apparently thought it likely that Miss

Aubin was suffering from gall bladder trouble and noted that

his recommendations were made with that possible diagnosis in

mind. While allowances must be made for the difficulty of

treating patients over the telephone, the fact that Dr. Gaudier

suspected an acute abdomen called for a more careful response.

This incident points up the need for satisfactory emergency

back-up for the State School , as noted in the John Abbott

report. (See Part III.)

When we interviewed Drs. Chen and Prasad at WMH, each told

us that it was not the practice of WMH to keep written records

of telephone consultations and, in fact, that neither had

recorded his conversations with Dr. Gaudier nor made note of

the advice given. This seems to us to be a questionable

practice, although we are told by our medical consultants that

it is unfortunately common.

It must be stressed that spontaneous rupture of the stomach

is an exceedingly rare condition with a very high mortality rate

Our medical consultants indicated that the same result that

occurred at the State School might well have occurred in a
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Boston teaching hospital. It would seem that, in this case,

members of the State School staff who participated in the

treatment of Miss Aubin just prior to her death acted appropriately.

C . Procedures Surrounding Home Visits

The series of incidents culminating in Miss Aubin' s death

point out the need for improvements in emergency medical

services available to residents of the State School. When

Mrs. Aubin checked out her daughter for a day visit, she was not

formally notified of Miss Aubin 's dietary restrictions.

Although she may have been aware of the problem, she was

apparently given no specific information or guidance by the

State School. Further, when Miss Aubin returned, she was not

examined, and no effort was made to ask Mrs. Aubin what her daugh-

ter had eaten and whether she had any complaints.

This lack of communication between the State School and

parents or other visitors is a serious inadequacy in the check-

out procedures. Many residents require particular care,

medication or restrictions. Parents not in daily contact

with their children may well be unfamiliar with these needs.

State School staff members questioned about check-out policy

expressed uncertainty as to whether a procedure for informing

the parents existed and, if so, specifically which staff member

bore this responsibility. Apparently, at this time, parents
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wcre given any medication their son or daughter might need

but no formal routine existed.

Tt is the responsibility of the State School to set up

formal procedures governing the check- out and return of

residents. Specific staff members should be delegated the

task of meeting parents about to take out a resident and

informing them of their children's medical status and needs.

The supervisor oh the ward should review the record of a

resident about to go on leave and inform that staff member who

will meet the parents. Written notice should be made in the

check-out book of the specific information given to parents.

Formalizing these procedures will improve the communication

between staff and parents.

When a resident returns from leave, a designated staff member

should meet briefly with the parent to find out whether any

problems occurred. Further, the resident should be examined by

a nurse for rashes, bruises, or other medical difficulties.

These procedures should insure that the health and safety of

State School residents will be protected while they are off

the grounds of the institution.

Recommendations :

That the Governor direct the Commissioner to issue a

directive governing the release and return of residents on

visits and requiring in particular careful communication
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between staff and parents or relatives concerning the

special needs and problems of each individual resident.

D. Emergency Care

A central issue raised by the Aubin case relates to the

adequacy of emergency care available to State School residents.

The matter of the relationship between the State School and

WM1I was discussed in Part III of this report.

A second issue raised by this series of events is that

of the adequacy of emergency medical care on the

grounds of the State School. These questions concern not only

the immediate availability of a physician, but also training

of staff in medical emergencies and quick access to supplies

and drugs. In the cases covered by this investigation,

physicians have responded promptly to emergency calls. Further.

Dr. Kasparyan has recently instituted a course in emergency

medical care for staff members. This should be continued and

made mandatory for all employees.

One serious problem, however, is the inaccessibility of

emergency medical equipment. When Dr. Gaudier arrived to

examine Miss Aubin, she needed an emergency medical kit, which

is apparently kept in the Administration Building in the tele-

phone operator's office. Dr. Gaudier then sent Ms. Backe , an

attendant, over to the Administration Building, where she had
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to help the operator search for this kit. Ten or fifteen

minutes were wasted in procuring the kit. While Miss Aubin

did not appear to be in acute condition at that specific time,

such a lapse might indeed be fatal in another situation.

Following her telephone conversation with Dr. Prasad,

Dr. Gaudier intended to give Miss Aubin Demerol and Atropine.

When Dr. Gaudier found that there was no Atropine in the bag,

she had to send Mrs. Beattie to the State School Hospital to

procure some. By the time Mrs. Beattie returned, Miss Aubin

was already receiving emergency rcsuscitat ive measures. While

the availability of the drug would almost certainly not have

changed the outcome in this case, such medication should be

more easily available. Finally, Mr. Besse had to go down

to another floor to bring back the emergency oxygen when that

was needed.

As noted in Part IV of this report, emergency medical

supplies were not suficiently accessible at the State School.

A systematic examination of the available supplies should

be undertaken, and those essential emergency needs should

be kept in every building, preferably on every floor.

Emergency medication should also be easily available to the

physician. The procedure of keeping a medical bag in the

Administration Building is most inadequate. The physician might
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carry some supplies in a bag with him and other equipment should

be kept in a convenient place on each ward.

Tin? conclusion reached by this incest igat ion of the death

of Miss Aubin is that no foul play or maltreatment was involved.

While several procedures of the State School then in effect are

open to criticism, these circumstances did not contribute to

the resident's tragic death. The staff of the State School

involved in the incident showed concern and diligence in the

futile attempt to save Miss Aubin.
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rt ,
PROGRESS SINCE DECEMBER

Correction of many of the deficiencies noted in this report

is already under way at the direction of Dr. Greenblatt and

Dr. Jones. This report is not an overall evaluation of the

State School, but we have tried, in this part of it, to indi-

cate those areas of improvement which bear on issues surfaced

by this report.

A, Emergency Search and Medical Procedures

1, On February 16, 1973, the Secretary and the Commissioner

charged a special committee, chaired by Lewis Klebanoff, Ph.D.,

Assistant Commissioner for Mental Retardation, to review existing

emergency search and medical procedures at departmental insti-

tutions and to recommend new procedures. This Committee consists

of professionals in the areas of mental retardation, medicine

and public safety; representatives of concerned citizens 1 groups;

and parents of retarded persons. The Committee approved interim

Emergency Search procedures which were circulated within the

Department, and has drafted in final form permanent Emergency

Search Procedures which will soon be issued by the Department.

It will have completed its work on Emergency Medical Procedures

in the very near future.

2. On March 23, 1973, Lieutenant Colonel John P. Moriarty,

Executive Officer, Department of Public Safety, issued to all
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members of the Uniformed Branch of his Department procedures

to be followed by the State Police for searches for missing

persons at institutions of the Department of Mental Health.

These State Police procedures are coordinated with the Emer-

gency Search Procedures drafted by the Klebanoff Committee.

B. Progress at the State School

1. The State School has developed and implemented an

Emergency Care - First Aid Training Program designed to pre-

pare all State School personnel to respond appropriately to

medical emergencies.

2. The State School has worked out an agreement with the

Holyoke Hospital for the provision by the Hospital of emergency

medical back-up to the State School,

3. Dr. Jones has established a precise administrative

structure defining specifically the responsibilities of State

School personnel.

4. The State School has developed a training program for

security officers to upgrade their skills.

5. The State School has implemented a schedule of monthly

parent-staff meetings, so that parents and staff can apprise

one another of what they perceive to be the individual needs

of the residents.

6. The State School has developed and implemented adequate

Emergency Search Procedures.
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PRIOR INVESTIGATIONS

At least four separate investigations were made into one

or more of the deaths. District Attorney John M. Callahan

conducted an investigation into each of the four deaths in

order to determine whether there was any criminal responsibility

involved.

The Board of Trustees of the State School investigated

the four deaths at the request of the Commissioner

.

Richard A. Magri, Assistant Legal Counsel to the

Department of Mental Health investigated the four deaths at

the direction of the Commissioner

•

The State Police made a series of investigative reports

concerning the role of the State Police in the search for

Linda J. Buchanan. These reports were submitted to

Lieutenant Colonel John R. Moriarty, Executive Officer

of the Massachusetts State Police

•

A. Investigation by the District Attorney

The authors of this report are neither appointed nor

qualified to assess possible criminal responsibility in any

of the four cases. It is our opinion that District Attorney

Callahan's investigation is adequate in this regard » His

investigation found no criminal responsibility in any of the
<

cases. This report and all materials developed during the

investigation have been placed at the disposal of the

District Attorney.
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B . Investigation by the Board of Trustees

The Trustees reviewed the principal events and staff

reports in the cases and forwarded a summary of these plus

recommendations of the Commissioner. The Trustees did not

talk individually with all those involved, nor did they

examine the circumstances of the deaths in detail.

Although the Trustees were neither directed nor equipped to

conduct a full investigation of each of the cases, their review

of the situation was made too quickly and cursorily and left too

many questions unanswered to serve even the limited purpose of

assessing the actions of State School personnel.

C. Investigation by the Department of Mental Health

The official investigation for the Department conducted

by Mr. Magri was inadequate in many respects. It did not

explore fully questions of fact. It did not explore or

detail who, specifically, took what actions. It did not

investigate or evaluate the adequacy of medical and search

procedures. It did not deal with the issue of whether

the State School had a clearly designated Acting Superintendent

at the time. It failed to interview many key individuals, and

failed to seek out many critical documents.
^

There are no standards or guidelines for investigations in

the Commonwealth. But under the circumstances, we must

describe as insufficient the job done by the Department





-93-

t0 examine, reach findings, and develop recommendations,

D.
Investigation by the State Police

On November 27, 1972, Lieutenant Robert Gustavis of the

State Police was assigned by his Troop Commander to investigate

the facts surrounding the search procedures employed by

Trooper Murphy during the search for Miss Buchanan, We find

that the purpose of this investigation was to focus

on the roles played by the State Police officers involved

in the search and that Lieutenant Gustavis* report adequately

fulfilled this purpose.

When the Buchanan incident uncovered a deficiency in their

procedures, the State Police acted quickly to correct

those procedures. In January, 1973, Lieutenant Colonel

Moriarty instigated a review of State Police procedures concerning

searches at state schools. New procedures were issued by him

on March 23, 1973, in conjunction with the work of the

Klebanoff Committee,

Recommendat ion ;

That the Secretary of Administration

notify the heads of all agencies within the executive

branch of the state government that appropriate personnel

within the Executive Office of Public Safety stand ready

to assist them in the conduct of major investigations

into matters within the purview of such agencies.
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I SUMMARY OF FINDINGS AND RECOMMENDATIONS

A. Findings and Recommendations Arising from
the Case of Linda J. Buchanan

1. The most difficult problem in this investigation

was to assess the responsibility of those at the State School

most directly involved in the conduct of the search for

Linda J. Buchanan on November 19, 1972. We found that there

had been no clear designation of an Acting Superintendent of

the State School and that the State School's search procedures

for missing residents were inadequate, unclear and out of

date, and staff were not familiar with them. These two find-

ings, which are summarized below, created a situation which

was confused and disorganized. We believe nevertheless that

the individuals involved were required to act reasonably and

throughfully in their conduct of the search.

In endeavoring to assess responsibility in this case, we

do not overlook the fact that the supervisory staff who were

directly involved in the search for Miss Buchanan are among

those most responsible for the progress and improvement at

the State School during the past two years. These individuals

have worked selflessly and effectively to improve the life

and advance the development of State School residents. Each

has saved the life of, or prevented harm to, countless

individual residents. The loss of any one of these individuals
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would hurt the State School, hurt its residents, and inter-

fere with the ability of the State School to continue its

rapid rate of progress. Although these men have acted

responsibly and selflessly in many situations, the facts

support a finding that they made substantial errors in

judgment in this one situation. We believe, therefore, that

it is necessary to make such a finding. Indeed, their own

testimony indicates that these individuals have already made

such a finding themselves.

On the night of the search for Miss Buchanan, the State

School staff principally responsible for the search did not

show good judgment, either in the conduct of the search or

in agreeing among themselves to postpone the search until the

next morning. We do not assign any responsibility to non-

supervisory personnel present during the search.

Recommendat i on ;

- That the Governor take steps to direct the Superin-

tendent of the State School to consider disciplinary

action against the following supervisory members of the

State School staff: Robert Agoglia, Unit Coordinator;

Joseph Cozzolino, Unit Director, Adult Training Unit;

Robert Donovan, Assistant Superintendent for Social

Development, Education and Training; Aran Kaspr.ryan, M.D.

,

Assistant Superintendent; and Casimir Owczarski, Assistant

Steward.
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2. On the night of the search for Miss Buchanan,

State Police Sergeant Robert Cady did not show good judg-

ment in that he failed to respond to the scene of the

search and take proper action in a situation requiring

immediate attention. In our opinion, proper action by

Sergeant Cady would have included careful review of whether

the decision to terminate the search was, in fact, proper.

Recommendation

- That no disciplinary action against State Police

officers, beyond that described below as already having

been taken by the Commissioner of Public Safety, is

warranted.

Action to Date :

On January 11, 1973, Sergeant Cady was disciplined

by order of the Commissioner of Public Safety for fail-

ing to respond to a situation which required his immedi-

ate attention.

3. State School procedures to be followed in searching

for missing residents (emergency search procedures) were not

adequate in scope and specificity. Specifically, the emer-

gency search procedures (a) did not make clear the line of

command in an emergency situation; (b) did not define the

respective roles of the State School staff, the State Police

and the local police; (c) did not specify when, or by whom,
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a search could be terminated; and (d) were based on outdated

job descriptions and a table of organization which no longer

existed at the State School.

We believe that it is the responsibility of the super-

intendent of each state school and hospital to have in force

detailed emergency search procedures appropriate to his

specific institution, and to assure that staff members are

fully familiar with these procedures. It is the responsibility

of the Department to see that each institution has adequate

emergency search procedures and to prescribe those elements

which should be common to the procedures at various institu-

tions including reporting requirements, line of command, and

relationship with the State Police and the local police.

Recommendation :

- That the Governor direct the Commissioner of Mental

Health (the Commissioner) to issue a directive containing

department -wide standards for emergency search procedures

and require each superintendent to prepare, maintain

and desseminate a specific plan for his institution.

Action to Date :

The Superintendent of the State School has prepared

and issued new emergency search procedures. These pro-

cedures are adequate in scope and specificity, and have

already been used in at least one case of a missing

resident

•
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A committee headed by Lewis Klebanoff, Ph.D.,.

Assistant Commissioner for Mental Retardation, was

established by the Secretary of Human Services and

the Commissioner. The Klebanoff Committee consisted

of professionals in the fields of mental retardation,

medicine and public safety, as well as representatives

of citizens groups and parents of retarded persons.

The Committee approved interim Emergency Search Pro-

cedures which were circulated within the Department

and has drafted in final form permanent Emergency

Search Procedures which will be issued by the Depart-

ment. These procedures define the respective roles

of personnel of the Department and of the State Police,

and prescribe specifically that no unsuccessful search

for a missing resident or patient can be terminated

without the direct authorization of the State Police

Troop Commander. A parallel instruction has been

adopted by the State Police and communicated to all

Uniformed Branch units.

4. Milton Greenblatt, M.D. , then the Commissioner, failed

to designate clearly an Acting Superintendent at the State

School during the period between the departure of Superinten-

dent Roland A. Nagle and the appointment of William E. Jones,

Ph.D., as Superintendent. The absence of a clearly designated
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and recognized Acting Superintendent and the resultant lack

of leadership at the State School probably affected the

manner in which the search for Miss Buchanan was conducted.

John Ogonik, then Acting Assistant Commissioner for

Mental Retardation, was partially responsible for the failure

to designate an Acting Superintendent and should not have

accepted the ambiguous situation which existed at the State

School.

Recommendations :

-Dr. Greenblatt has resigned as Commissioner of

Mental Health and is no longer in the service of the

Commonwealth, and no action involving him is deemed

possible.

- That the Governor direct the Commissioner to

consider disciplinary action against Mr. Ogonik.

B. Findings and Recommendations Arising from the Case
of John P. Abbott

1. In the case of John Abbott, staff members at the

State School acted quickly and responsibly.

2. The State School did not have adequate emergency

medical procedures nor did it have a satisfactory arrange-

ment for backup hospitalization for its residents. Specifi-

cally, (a) there was no comprehensive emergency medical

procedure spelling out the roles of the various staff members
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in emergency care; (b) there was no comprehensive in-service

instruction of staff members in first aid and emergency

medical care; (c) physicians and other staff members did

not have adequate access to medical supplies; (d) the Western

Massachusetts Hospital, with which the State School had an

arrangement for hospital backup, did not have sufficient

emergency capability to serve the needs of the residents of

the State School; and (e) there is reason to question the

medical advice given by two physicians at the Western Massa-

chusetts Hospital during telephone consultations concerning

this case and the case of Rena A. Aubin.

Recommendations ;

- That the Governor direct the Commissioner to issue

a directive establishing minimum department -wide stan-

dards for assuring the accessibility of medical supplies

and the adequate first-aid training of all personnel.

- That the Governor direct the Commissioner to insure

that each institution of the Department establishes

adequate arrangements for quality emergency medical

and hospitalization backup.

- That the Governor direct the Commissioner of Public

Health to review the advice given by the physicians at

the Western Massachusetts Hospital and to take whatever

action he deems appropriate.
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Action to Date :

The Klebanoff Committee, which has been charged

by the Secretary and the Commissioner to prepare

emergency medical procedures for all institutions in

the Department, retained the services of Matthew A.

Budd, M.D., Assistant Professor of Medicine, Harvard

Medical School, who visited the State School to assess

its emergency medical care. Dr. Budd has submitted his

recommendations for a Comprehensive Emergency Care Plan

for state schools. The Committee is reviewing these

recommendations and preparing a plan for all institu-

tions. They will be reviewed by the Secretary and the

Commissioners of Public Health and Mental Health before

adoption.

On January 15, 1973, an agreement was reached between

the State School and the Holyoke Hospital under which

the Hospital has agreed to provide emergency care for

residents of the State School.

3. The law concerning the consent by parents or guardians

required for medical procedures on persons in departmental

institutions is unclear and, in emergency situations in par-

ticular, provides poor guidance for physicians and institu-

tional personnel.
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Kecommendation :

- That the Governor direct the Secretary of Human

Services, consulting as appropriate with the Attorney

General of the Commonwealth and with the Bureau of

Developmental Disabilities, to prepare guidelines to

acquaint state schools, hospitals and other facilities

of agencies within the Executive Office of Human Services

with consent requirements under the existing law and,

if he deems warranted, to propose new legislation con-

cerning consent requirements to be submitted to the

next session of the General Court in January, 1974.

Action to Date :

Members of the Secretary's staff have already begun

to examine the laws of custody and guardianship as they

pertain to the issue of parental consent. They are

presently considering the obligations of state insitut-

tions both in emergency and non-emergency situations.

C. Findings Arising from the Case of Christopher R. Adams

1. In the case of Christopher Adams staff members at

the State School acted quickly and responsibly.

2. The State School did not have adequate emergency

medical procedures. As in the case of John Abbott, we

recommend that the Commissioner issue a directive to improve

these procedures.
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D e Findings and Recommendation Arising from the Case
of Hena A. Aubin

1. In the case of Rena Aubin staff members at the

State School acted quickly and responsibly.

2. The State School did not have adequate emergency

medical procedures nor did it have a satisfactory arrangement

for backup hospitalization for its residents. As in the case

of John Abbott, we recommend that the Commissioner take steps

to correct these deficiencies,

3. At the time of the death of Rena Aubin (November,

1972), procedures at the State School for checking out

residents going on visits and receiving them back at the

State School were inadequate.

Recommendation :

- That the Governor direct the Commissioner to issue

a directive governing the release and return of resi-

dents on visits and requiring in particular careful

communication between staff and parents or relatives

concerning special needs and problems of each indivi-

dual resident.

E. Finding and Recommendation Arising from a Review of

Prior Investigations

1. The investigations by the Department of the deaths

at the State School were not adequate in depth or scope.
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Recommendation :

- That the Secretary of Administration notify

the heads of all agencies within the Executive

branch of the state government that appropriate

personnel within the Executive Office of Public

Safety stand ready to assist them in the conduct

of major investigations into matters within the

purview of such agencies.





FRANCIS W. SARGENT
COVC RNOR

APPENDIX A

THE COMMONWEALTH OF MASSACHUSETTS
EXECUTIVE DEPARTMENT

STATE HOUSE, BOSTON 02133

January 25, 1973

Secretary Peter C. Goldmark
Executive Office of Human Services
100 Cambridge Street - Room 904
Boston, Massachusetts

Dear Secretary Goldmark:

I have reviewed the materials that have been
prepared to date concerning the four deaths at Belcher-
town State School. I had requested further infor-
mation on this matter because the reports that have
been completed are contradictory.

Issues such as: who made what decisions;
who was responsible for certain actions; and who
if anybody is to blame for the deaths ... could not
be determined from these reports.

What is needed is a complete review of the
entire matter. It must be done quickly and thoroughly.
Most importantly, you must not be afraid to recommend
any justifiable future actions that might be warranted
concerning individuals or policies.

I have considered a number of different ways
that such an investigation could best occur. I have
concluded that it should be headed by you in your
capacity as Human Services Secretary, assisted by
Public Safety Secretary Richard E. McLaughlin. I believe
you and Secretary McLaughlin have an expertise in the
issues raised by these deaths. In addition, since neither
of you are concerned with the day to day -operations of
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the Departments involved in the deaths, you both
can maintain objectivity in conducting the in-
vestigation.

I am committed to seeing that events like
the four deaths do not remain with unresolved questions
The citizens of Massachusetts are entitled to know
that the people who work in state service will be
held accountable for their actions.

cerely, . 4"™^

&VMM Wte*4**

I
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APPENDIX B

WITNESSES INTERVIEWED DURING INVESTIGATION

Affiliation Position

:
nco£jiii2a

Linda J. Buchanan

tcbert
Agoglia

i Ifred Bloomberg
iean Buchanan
radford J. Buchanan
^ry Burridge
lerbert Burridge
febert Cady
ohn M. Callahan
arriet Chevalier
bseph Cozzolino
lobert Donovan
ohn H. Driscoll
largaret Dudrick
rnest Gay, Sr.
rnest Gay, Jr.
cter C. Goldmark, Jr e

lilton Greenblatt, M.D.
Dbert J. Gustavis
dgerton McC. Howard, M.D.
lilliam E. Jones, Ph.D.

ran Kasparyan, M.D.
ohn F. Kehoe
lbert L. Kramer
rancis Longtine
udy Magnone, Ph.D.
aul E. Malatesta
ulius Matusko
ilovaje Milosevic, M.D.
'ohn R. Mori arty
•aurice Mori arty
;erard Murphy
toland Nagle, Ph.D.

'ohn Ogonik

asirair Owczarski
'-Imer Potter
'eorge W. Powers
tenjamin Ricci
Hephen J. Tiechner
*dora Zygarowski

BSS
DMH
Parent
Parent
BSS
BSS
SP
DA
BSS
BSS
BSS
SP
BSS
BP
BP
EOHS
DMH
SP
DMH
BSS

BSS
DPS
Gov.
BSS
DMH
DA
BP
BSS
DPS
BSS
SP
BSS

DMH

BSS
BSS
DA
Friends
Gov.
BSS

Unit. Coord.
Dep. Coram.

R.N.
Dir. of Nurses
Sergeant
D.A.
L.P.N.
Unit Director
Asst. Super.
Corporal
Switchboard Op.
Chief
Officer
Secretary
Commissioner
Lt.
Reg. M.H.A.
Superintendent
(since 1/73)
Asst. Super.
Commissioner
Spec. Asst.
Steward
Reg. M.R.A.
S.P. Corporal
Officer
Physician
Lt. Colonel
Inst. Prot. Man
Trooper
Superintendent
(to 10/72)
Act. Asst. Com.
for Retard.
Asst. Steward
Inst. Prot. Man
S.P. Lt.

President
Spec. Asst.
Attendant

Date Interviewed

2/1, 2/7, 2/21, 4/23
2/12/73
2/6/73 (telephone)
2/6/73 (telephone)
2/13/73
2/13, 2/21/73
2/21/73
2/14/73
2/13/73
2/1/73
2/7, 3/6, 4/23/73
2/21/73
2/22/73
2/21/73
2/21/73
5/10, 5/11/73
2/12/73
2/21/73
4/23/73
Many times

2/1, 2/17, 2/14, 2/.

5/21/73
5/11/73
2/14, 4/23/73
2/14/73
2/14/73
2/21/73
4/23/73
5/21/73
2/7/73
2/21/73
2/14/73

2/15, 2/26/73

2/28/73
2/7/73
2/14/73
2/14/73
5/11/73
2/28/73





lorence Abbott

tcpbcn Abbott

nhn M. Callahan

Mmas Cauley

|ng-jui Chen, M.D.

2 C. Gaudier, M.D.

lsSe11 F. Gcrvais, M.D.

kVid Jennison, M.D.

jtan Kasparyan, M.D.

aul F-« Malatesta
atricia McGuire
orothy O'Connor
dward Potyrala
eorge W. Powers
enjamin Ricci
iertrude Stewart
ugh Tat lock, M.D.

jhn Waldman, M.D.

iinc

Affiliation Position

John P. Abbott

Parent
Parent
DA
BSS
WMH
BSS
CDH
CDH
BSS
DA
BSS
BSS
BSS
DA
Friends
BSS
CDH
CDH

wceming Christopher K. Adams

)hn M. Ca] 1 ah an

osie Ducharme
ruce Fitzgerald
jiz C. Gaudier , M.D.

nan Kasparyan, M.D.
J

aul E. Malatesta
eorge W. Powers
ionj ami n Ricci

awrence Spiegal

•oncerninn Ren a A. Aubin

DA
BSS
BSS
BSS
BSS
DA
DA
Friends
BSS

Jermaine F. Aubin
-mrny-Lu Backe
Hmone Barthelette
•°hn Besse
Min M, Callahan
L«2 C. Gaudier, M.D.
totlathan Greenberg, M.D.
'dy Gringorten

' r an Kasparyan, M.D.
*U1 E. Malatesta
•sther Marion
^orge W. Powers
^ishir C. Prasad, M.D.

;

enjamin Ricci
^vrence Spiegal

D.A.
Attendant
Gen. Surgeon
Physician
Physician
Physician
Asst . Super.
S.P. Corporal
R.N.
Attendant
Attendant
S.P. Lt.

President
Unit Director
Physician
Pathologist

D.A.
Attendant
Charge
Physician
Asst. Super.
S.P. Corporal
S.P. Lt.
President
Unit Director

Parent —

BSS Attendant

BSS Attendant

BSS L.P.N.

DA D.A.

BSS Physician

CDH Pathologist

BSS Social Worker

BSS Asst. Super.

DA S.P. Corporal

BSS Attendant

DA S.P. Lt.

WMH Gen. Surgeon

Friends President

BSS Unit Director

B-2

Date Interviewed

3/23/73
3/23/73
2/14/73
2/28/73
4/23/73
2/21 , 2/22/73
4/23/73 (telephone)
2/22/73
2/1, 2/17, 2/14, 2/22

2/14/73
2/28/73
2/28/72
2/28/73
2/14/73
2/14/73
3/6/73
4/23/73
2/14/73

(telephone)

2/14/73
3/6/73
2/2, 3/6/73
2/21 , 2/22/73
2/1, 2/17, 2/14,

2/14/73
2/14/73
2/14/73
3/6/73

2/22

2/27/73 (telephone)

2/28/73
2/28/73
2/28, 3/6/73
2/14/73
2/21, 2/11/73
2/22/73
3/6/73 (telephone)

2/1, 2/17, 2/14, 2/

2/14/73
2/28/73
2/14/73
4/23/73
2/14/73
3/6/73
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Abbreviat ions

BSS
CDH
DA
DPS
EOHS
Friends

Gov.
SP
WMH

Bel chertown State School
Cooley Dickinson Hospital
District Attorney
Department of Public Safety
Executive Office of Human Services
Belchertown State School Friends
Association, Inc.

Governor's Office
State Police
Western Massachusetts Hospital





APPENDIX C

DOCUMENTS REVIEWED AND DEVELOPED DURING INVESTIGATION

Date of
Incident

Date of
Document

^erning Linda J. Buchanan 11/19/72
11/20/72

Physicians re
Letter from Mr.
Letter from Mr.
Letter from Dr.

BSS Emergency Medical Procedures
"Belchertown State School - Emergency Procedure
for Missing Resident"

Massachusetts Civil Service Announcement re
Institution Protection Man

Memorandum from Dr. Kasparyan to Unit Directors and
Unitization
Hastbacka to Dr. Magnone
Lee to Dr. Magnone
Magnone to Dr. Greenblatt

Letter from Staff Members of the Superintendents
Council of Belchertown State School to Dr. Greenblatt

Letter from Dr. Magnone to Dr. Greenblatt
Letter from Dr. Magnone to Dr. Greenblatt
Socurity Officers' Reports

U.S. Air Force (Westover Air Force Base) Weather
Report for November 19, 1972

Daily Desk Report - Belchertown Police Department
Daily Log - State Police
Autopsy Report (Dr. Brant - Cooley Dickinson Hospital •

Laboratory of Pathology)
"Report of Medicolegal Death" (Dr. Kasparyan)
"Medical Examiner's Certificate of Death"
"Linda Jean Buchanan. . .Found Dead" (Det. Lt. Powers)
"Search Procedure. . .on November 19, 1972" (Tr. Murphy)
"Search. ..on November 19, 1972" (Cpl. Driccoll)
"Search Procedure... on Nobember 19, 1972" (Sgt. Cady)
Report from Department of Public Safety Chemical
Laboratory

"Search... on Sunday, November 19, 1972" (Lt. Gustavis)
"Search Procedure. . .on Sunday, November 19, 1972" .

(Cap. Doty)
Letter from Medical Examiner to D.A. Callahan

(Dr. Collard)
Letter to Dr. Bloomberg (Dr. Kasparyan, Mr. Donovan,

Mr'. CoTrzolino, Officer Matusko, Mr. Potter)
"Added Information" (Lt. Gustavis)

if/68

2/20/71

8/17/72

9/26/72
9/27/72
9/28/72
10/20/72

11/10/72
11/10/72
11/18/72
11/20/72
11/19/72

11/19/72
11/19/72
11/20/72

11/20/72
11/20/72
11/21/72
11/26/72
11/26/72
11/27/72
11/29/72

12/2/72
12A/7 2

12/5/72

12/11/72

12/13/72
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Date of
Incident

Date of
Document

"Supplemental to Search Procedure for Missing Patient"
(Cap. Doty)

"Emergency Search Procedures for Missing Residents
(Revised-Temporary)

"1st Endorsement" (Ma J. Tonelli)
"Disciplinary Action Against Sgt. Robert E. Cady... M

(Cap. Doty)
"Waiver" (Sgt. Cady)
Memorandum to Superintendents of Stafce Hospitals

and State Schools (Dr. Greenblatt)
"1st Endorsement" (Ma J. Tonelli)
"Recommendation for Disciplinary Action" (Lt. Col.
Moriarty)

Memorandum re BSS Security Department (Tr. Malatesta
to D.A. Callahan)

Letter from Mrs. Buchanan to Governor Sargent
Memorandum from Cpl. Malatesta to D.A. Callahan
"Special Order Number 17" (Commissioner Kehoe)
"Disciplinary Action..." (Lt. Col. Moriarty)
"Emergency Procedures" (Memorandum from Dr. Greenblatt

to Superintendents of State Hospitals and State Schools)
Aerial Photographs taken by Massachusetts Aeronautics
Commission

Letter from Mr. CohGn to Mr. Haddad
Letter from Lt. Col. Moriarty to All Members of the
Uniformed Branch re Search Procedures for State
Mental Institution

Letter from Mr. Haddad to Mr. Cohen

"Responsibility of Off^Duty Employees" (Ms. McGuire)
Letter from Dr. Moser to Secretary Goldmark
Emergency Search Procedures - Preliminary Draft

(Klebanoff Committee)
Various Documents from Dr. Greenblatt which Tend

to Indicate that Dr. .Kasparyan Functioned as Acting
Superintendent

Position Description for "Superintendent of State Hospital"
Position Description for "Assistant State Hospital Steward"
Position Description for "Head Institution Protection Man"
Position Description for "Institution Protection Man"
Position Description for "Assistant Superintendent of

State Hospital"

12/1V72

12/1V72

12/18/72
12/19/72

12/20/72
12/20/72

12/26/72
12/28/72

12/28/72

1/8/73
1/11/73
1/11/73
1/12/73
1/23/73

2/3/73

2/22/73
3/23/73

3/21/73

W/73
V23/73
5/73

Concerning John P. Abbott : 11/18/72
11/19/72

"Cooloy Dickinson Hospital - History Sheet"
(Dr. Gervais)

"Cooloy Dickinson Hospital - Report of Operation"
(Dr. Gervais)

Hemotology Reports (Dr. Waldman)

11/19/72

11/19/72

11/19/72
11/20/72
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Date of
Inc. i flcnt

Date of

Document

"Cooley Dickinson Hospital - History - Physical"
(Dr. Jennison)

"Cooley Dickinson Hospital - History Sheet"
(Dr. Gervais)

"Cooldy Dickinson Hospital - Administration and
Discharge Record" (Dr. Gervais)

"Autopsy Report" (Dr. Waldman - Cooley Dickinson
Hospital - Laboratory of Pathology)

"Report of Medicolegal Death" (Dr. Kasparyan)
Medical Examiner's Report to D.A. Callahan

(Dr. Corriden)
"Certificate of Death"
Memorandum from Tr . Malatesta to D.A. Callahan
Memorandum from Tr . Malatesta to D.A. Callahan
Memorandum from Tr . Malatesta to D.A. Callahan
Letter from Dr. Tatlock to Mr. Haddad

11/20/72

11/20/72

11/20/72

11/20/72

11/21/72
11/21/72

11/22/72
12/4/72
12/6/72
1/11/73
4/27/73

Concerning Christopher R. Adams

BSS Physician's Order Sheet

11/24/72

Multiphasic Screening and Immunization Check List
"Accident and Injury Report"
"Accident and Injury Report"
"Consultation Report" (Dr. Brown)
"Accident and Injury Report"
"Accident and Injury Report" (Dr. V. Kasparyan)
BSS Progress Notes
"Consultation Report" (Dr. Meshulam)
"Accident and Injury Report" (Dr. Gaudier)
"Report of Medicolgeal Death" (Dr. Kasparyan)
"Medical Examiner's Report to D.A. Callahan"

(Dr. Clapp)
Memorandum from Tr . Malatesta to D.A. Callahan

(Appended to Memorandum r_e Abbott)
Memorandum from Cpl. Malatesta to D.A. Callahan

t^°ncerninn Rena A. Aubin: 12/2/72

BSS Physician 's Order Sheet

BSS Progress Notes

2/72 -

11/72
3/18/72
4/20/72
5/21/72
8/24/72
9/1/72
10/6/72
10/72
11/1/72
11/24/72
11/27/72
12/1/72

12/4/72

1/2/73

7/12/72
12/2/72
10/8/72
11/29/72





Date of
Document

Report
Report
Report
Report
Report

of
of
of
of
of

Proceedings
Proceedings
Proceedings
Proceedings
Proceedings

Annual and Staff Re-evaluations

Accident and Injury Report (Ms. Lovern)
Multiphasic Screening and Immunization Check List

and Records
(Mr. Fitzgerald)
(Ms. Backe)

(Ms. Rigale)
(Ms. Wisnewski)
(Ms. Wozniakowski)

Memorandum from Mr. Fitzgerald
"Autopsy Report" (Dr. Greenberg - Cooley Dickinson
Hospital - Laboratory of Pathology)

Report of Proceedings (Ms. Marion)
"Report of Medicolegal Death" (Dr. Kasparyan)
Memorandum from Tr. Malatesta to D.A. Callahan
"Medical Examiner's Certificate of Death" (Dr. Corriden)
Medical Examiner's Report ot D.A. Callahan

(Dr. Corriden)
Report of Proceedings (Ms. Barthelette)
"Additional Information" (Dr. Kasparyan and Mr. Spiegel)
Memorandum from Tr. Malatesta to D.A. Callahan
Chronological Report of the Events Concerning
Rena Aubin (Ms. Beattie)

11/1/72 &
11/29/72
11/6/72

12/2/72
12/2/72
12/2/72
12/2/72
12/2/72
12/3/72
12/3/72

12A/72
12A/72
12A/72
12/5/72
12/5/72

12/6/72
12/6/72
12/10/72

OTHER DOCUMENTS

Memorandum re Department Structure (Dr. Greenblatt)
Admissions from BSS and Monson State Hospital to
Western Massachusetts Hospital

Letter from Commissioner of Public Health re Cooperative
Programs between BSS and Northampton State Hospital
(Scheffer)

Memorandum from Dr. Howard to Members of Search
Committee re Search for Superintendent of BSS

Memorandum from Dr. Kasparyan to Unit Directors and
Physicians re Evaluation and Re-evaluation

BSS Statistics re Number of Residents between
6/30/6*f and 1T710/72

BSS Statistics re Number of Severely and Profoundly
Retarded Residents on 12A/72

BSS Death Statistics between 1961 and 1972
Letter to Dr. Reinherz from Dr. Ricci
Letter to Secretary Goldmark from Dr. Ricci
Letter from Mr. Lolas to Governor Sargent
Letter from Dr. Ricci to Governor Sargent.
Letter to Governor Sargent from Belchertown

State School Friends Association, Inc.,
Board of Directors

**JJgram from Dr. Magnone to Dr. Greenblatt
•^•Uer to Mr. Kramer from Dr. Ricci
jross release - appointment of Dr. Jones
cotter from Mr. Kramer to Dr. Howard

12/28/70
7/V70 -

6/30/71
7/30/71

7/25/72

9/25/72

9/29/72
10/21/72
11/2/72
11 A/72
11/5/72

11/6/72
11/17/72
11/20/72
11/30/72
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Date of
Document

Memorandum r_e BSS Use of Western Massachusetts Hospital
(Tr. Malatesta to D.A. Callahan)

•"Visit to Belcher town. .. " (Dr. Bloomberg)
Memorandum to Western Massachusetts Hospital Personnel

re Admission of Patients from BSS (Dr. Scheff er

)

Memorandum r_e BSS, Additional Information
(Tr. Malatesta to D.A. Callahan)

"Report of the Board of Trustees" (Whitlock, Giles
Klein, Randolph)

"Five Incidents at Belchertown. .
. " (Mr. Magri)

Report to Governor Sargent and Secretary Goldmark
(Dr. Greenblatt)

Appointment of "Committee to review search... and
emergency medical procedures..." (Greenblatt)

Letter to D.A. Callahan (Dr. Greenblatt)
Letter from Staff Physicians to Dr. Jones re Need

for General Supervisors
Letter from M.A.R.C. to Governor Sargent
M.A.R.C. Press Conference Statement
Governor's Press Release #3/JA/55
"Review of Reports..." (Ms. Lloyd)
"Inquiries Raised by M.A.R.C." (Mr. Magri)
Letter from Governor Sargent to Secretary Goldmark
Memorandum from Maj . Tonelli to Lt . Col. Moriarty
Memorandum from Lt. Col. Moriarty to Commissioner

Kehoe
List of Persons Interviewed by Mr. Magri
Draft Recommendations for Comprehensive Emergency

Care Plan for DMH Facilities (Dr. Budd)
Letter from Mr. Whitlock to Mr. Haddad
Letter from D.A. Callahan to Mr. Haddad
Report of Conversation with Kasparyan (Dr. Greenblatt)
Memorandum from Secretary Goldmark to Members of the

Committee to Review Emergency Procedures
Letter from Mr. Newman to Mr. Haddad
"Report on Visit to Belchertown, February 22, 1973"

(Dr. Prout)
Copies of Admission and Other forms from BSS. (Dr. Jones)
Letter from Dr. Jones to Secretary Goldmark
Letter from Dr. Kasparyan to Mr. Haddad
DMH "Application for Employment" form
State Police Procedures for Search for Missing or

Lost Persons
Report from Dr. Schapiro
Report from Dr. Ottingel
Northampton State Police Headquax tei s Search Procedures
DMH Search Procedure

12/5/72

12/6/72
12/6/72

12/7/72

12/19/72
12/22/72

12/22/72

12/26/72
12/27/72

1/8/73
1/9/73

1/18/73
1/21/73
1/25/73
1/25/73
1/29/73

2/13/73
2/14/73

2/15/73
2/15/73
2/16/73
2/16/73

2/17/73
2/23/73

3/9/73
4/3/73
4/5/73

5/21/73
5/21/73

5/24/73
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